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REDUCTION OF SURGICAL HAEMORRHAGE 


with faecal 


HEXAMETHONIUM BROMIDE 


In selected cases, the hypotensive action of hexamethonium bromide 
combined with postural adjustment can be usefully employed to 


% Reduce total blood loss 

% Obtain a clearer field of view for operating 

% Shorten operation time 

% Reduce the number of stages in some multi-stage operations 


*Vegolysen * brand hexamethonium bromide is supplied for this purpose 
as a 1% solution in 10 c.c. ampoules. Each c.c. of the 1% solution contains 


10 mgm. of hexamethonium bromide @ 
*Vegolysen’ is also available as a 10% solution in | c.c. ampoules and multi- : 


dose containers of 25 c.c. 
Detailed literature available on request. MAY & BAKER LTD 
MA.886 
RR RN.| OO MADE E 78 65 butors BEWOMWA Ww 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD DAGENHAM 














KAYLENE-OL 


in Influenza 


No treatment for influenza is complete unless 
attention is paid to the bowel, where stasis and toxic 
absorption may prolong the asthenia that so often 
remains long after the acute attack subsides. 

Kaylene-ol is indicated for Gastric Influenza, also 
for influenza characterised by inflammation in the 
nose and throat with the inevitable ingestion of toxins 
and infected discharges. 

Kaylene-ol acts as a gentle laxative, heips in the 
neutralisation of intestinal toxins and restores to the 
bowel its dynamic functions. Kaylene-ol also obviates 
post-influenzal depression. 


The regular use of Kaylene-ol in the winter months is also one of the most 
effective methods of preventing colds, catarrhal conditions of the chest and 
intestinal toxemia in association with asthma and chilblain circulation. 


Samples and literature on request 


KAYLENE, LIMITED 


WATERLOO ROAD, LONDON, N.W.2 


Sole Distributors ADSORBENTS, LTD. 
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For convenient penicillin therapy 


‘DISTAQUAINE’ 


brand 
preparations of procaine penicillin G 


Distributed by 
ALLEN & HANBURYSLTD. BRITISH DRUG HOUSES LTD. BURROUGHS WELLCOME &CO, 
EVANS MEDICAL SUPPLIES LTD IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 


Manufactured by 


THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED 
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striking the balance in 


THYROTOXICOSIS 


| CONTHYRIN 


When this condition is treated with thiouracil alone, the secretion of thyroxine is 
reduced and a measure of hypothyr vidism results, This indirectly causes enlargement of 


the goitre, increase in vascularity of the vland, and onset of eve symptoms Vascularity 
of the gland is often a real complication it surgery is needed 

Such risks are reduced with CONTHY RIN, for it has a double tunction It not only 
restores normal thyroid pituitary balance, but also inhibits the de velopment of goitre 


and exophthalmos, 


CONTHYRIN 


mo met 


if goitre is not entirely prevented, only the thyroxine need be increased 


—a measure easily carried out with ELTROXIN tablets. 


ELTROXIN 


GLAXO LABORATORIES LTO GREENFORD 
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THE PRACTICAL MANAGEMENT 
OF PAIN IN LABOUR 


By W. D. WYLIE, M.A., M.B., (CANTAB.), M.R.C.P., (LOND.), D.A 
ANASTHETIST, ST. THOMAS’S HOSPITAL, LONDON AND 
THE NATIONAL HOSPITAL FOR NERVOUS DISEASES 

















rrr rr rrr www rere 


THIS book is based on both established knowledge and practical 
experience and in the widest sense is complete. Details are given 
not only of methods entailing general analgesia and anesthesia 
and, where necessary, of the appropriate apparatus, but also of 
the various local analgesic procedures. It may therefore be used 
as a work of reference to the many aspects of pain relief in both 
normal and abnormal obstetrics. PRICE I8s. 6d. net. 


JOURNAL OF THE HISTORY OF MEDICINE 


Edited by PROF. JOHN F. FULTON, M.D 
STERLING PROFESSOR, HISTORY OF MEDICINE, YALE UNIVERSITY 


Specimen copy on application ANNUAL SUB. 63s. 
LLOYD-LUKE (mepicat sooxs) LTD., 49 NEWMAN ST., LONDON, W.! } 
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A GUIDE TO SIGNS AND 
OBSTET RICS SYMPTOMS 


in General Practice 
WILLIAM C. W. NIXON Edited by 
M.D.ALOND.), FRCSAENG), FRCOG C. M. MacBRYDE 


Professor of Obstetrics and Gynaeco- A.B., M.D., F.A.C.P 


logy, University of London 
ERIC B. HICKSON Twenty-six experts have contributed 
‘ to this invaluable work in which 
1 — gi tere docggy = che, Coxon prantel op —“panegeter each major sign and symptom is 
Chairman, Wiltshire Local Obstetric 
Committes analysed. The approach ts as that of 
the physician in the examination of 
his patient ‘This well-produced 
Medical Journal over a period of several book will reward its readers with 
years They remain strictly practical many enjoyable as well as stimu- 
and emphasize the difficulues com lating and profitable hours.” 
monly encountered in general practice . 
It will be of the greatest assistance to Practitioner 
General Practitioner Obstetricians and 
midwives in their day-to-day problems 


The authors of this volume have based 
it upon questions asked in the British 


783 pages & colow plates 148 illus- 
March Illustrated Ws net trations and charts 70s net 


Please write for full brochures to Staples Press Limited, Mandeville Place, W.1 
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IMPORTANT MEDICAL BOOKS ——— 


FANCONI! & WALLGREN’S 
Le str OF PAEDIATRICS 
E:nelish ed ted W.R. F. COLLIS, M.A., M.D., F.R.C.P., F.R.C.P.1., D.P.H 
Translated free the G in by I raicbegpe- venta M.B., M.Se., A.R.14 1124 pages 
illustrat pages of c plate bight-pa re 


"i 78. ed. net 


HANDBOOK OF GYNAECOLOGICAL DIAGNOSIS for 


Practitioners and Students 
By WALTER NEUWEILER, M.D., Pr , Midwifery 
ivailable 


FIBROCYSTIC DISEASE OF THE PANCREAS 

By MARTIN Bt IDOIAN M.D Morbid Anatomist, Hospital k Children, G 
Ormond Str Ar { ginal monograph tor the pacdiatric spec 

638. net 


0 pages 


WHAT THE GENERAL PRACTITIONER OUGHT TO 
KNOW ASOUT HUMAN ACTING TCO 


By V. ZACHARY COPE, F.R.C.S. Gives a « picture of the pathological 


result of inte 128. 6d. net 


MIGRAINE AND PERIODIC HEADACHE: A Modern 


Approach to Successful Treatment 
By NEVIL LEYTON, M.A., M.R.CS., L.R.C.P. 116 pages 128 6d. net 


HOW TO USE A MEDICAL LIBRARY 
By L. T. MORTON, A.L.A., Information Officer, “ Brit Medica 
bedition A guide t oners, research workers and stud t 


HYPNOSIS IN MEDICINE 
By A datoroaal MAG ONE I. M.D This work ts intended to widen medical interest 
n hypnothe ) ul general practice 2 page 9s. 6d. m 


THE PRINCIPLES OF NUTRITION 

ByC. I BROCAING TON M.A., M.D., D.P.HL. A valuable little book for student 
t ic < < 1§8. net 
CATERING ESTABLISHMENTS AND THE PREVENTION 
OF FOOD POISONING - 


By J. HAMPTON \ ould be in the hands ot every catering officer 
rae 17s. 6d. net 


POISONING 
By W. F. VON OFRTTINGEN, M.D A 


pve 


CONTROLLED PARENTHOOD 


By R i BOYD, MB Ch.B., F.RLCLS.(E dis 


WM. HEINEMANN: MEDICAL BOOKS- LIMITED 
99 GREAT RUSSELL STREET, LONDON, W.C.! 
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FRACTURES AND JOINT INJURIES 
Fourth Edition, complete in two volumes. By Sir 
REGINALD WATSON-jONES, B.Sc, M.Ch (Orth) 
FR.CS. Vol. !. 470 pp., 709 Illustrations. Vol. I! 
approx. 700 pp., in preparation Complete set 
£6. (Not sold separately.) 
LUMBAR DISC LESIONS 
Pathogenesis and Treatment of Low Back 
Pain and Sciatica. By |. R. ARMSTRONG, MD 
M.Ch., F.R.C.S. 240 pp. 80 Illustrations, 42s. 
ARCHITECTURAL PRINCIPLES IN 
ARTHRODESIS 
Second Edition. By H. A. BRITTAIN, OBE. MA 
M.Ch., F.R.C.S. 208 pp. 257 Illustrations 42s. 
THE CLOSED TREATMENT OF COMMON 
FRACTURES 
By JOHN CHARNLEY, 8 Sc MB FRCS 
204 pp. 133 Illustrations 35s 
AN ATLAS OF GENERAL AFFECTIONS OF 
THE SKELETON 
By Sir THOMAS FAIRBANK, OBE., DS.O., Hon 
M.Chi(Orth.), 428 pp. 510 Illustrations 55s. 
TEXTBOOK OF SURGICAL TREATMENT 
(Including Operative Surgery) 
Fourth Edition. Edited by C. F. W. ILLINGWORTH, 
CBE, MD. MCh, FRCSE 756 pp 381 
45s. 


iustrations, many in colour 


Some Eminent Books 














ANATOMY OF THE AUTONOMIC 
NERVOUS SYSTEM 
By G. A. G. MITCHELL, OBE, TD, MBChM 
D.S.0O. 370 pp., 131 Mlustrations, many in colour. 55s. 


THE SURGERY OF PANCREATIC 
NEOPLASMS 
By RODNEY SMITH, MS. FRCS 168 pp., 
Itt Mlustrations 35s. 


THE ESSENTIALS OF MODERN SURGERY 
Fourth Edition. By R. M. HANDFIELD-JONES, 
M.C., M.S., F.R.CS., and SIR ARTHUR E. PORRITT, 
K.C.M.G., C.B.E., M.A., M.Ch., F.R.C.S. 1,276 pp., 
644 Illustrations 55s 


ACUTE INJURIES OF THE HEAD 
Their Diagnosis, Treatment, Complications 
and Sequels 
Third Edition By G. F. ROWBOTHAM, B.Sc 
FRCS. 500 pp., 259 Illustrations 35s. 


INJURIES OF THE KNEE JOINT 
Second Edition. By |. S. SMILLIE, OB.E., Ch.M 
FRCS. 402 pp., 45! Illustrations 50s. 


A COMPANION IN SURGICAL STUDIES 
By IAN AIRD, Ch.M., F.R.CS. 1,068 pp 63s. 


keep up to date, subscriptions to these Journals would be most helpful. 


To 
“JOURNAL OF BONE AND JOINT SURGERY’ 
| * BRITISH JOURNAL OF PLASTIC SURGERY ' 


‘BRITISH JOURNAL OF UROLOGY’ 
‘ARCHIVES OF THE MIDDX. HOSPITAL’ 


Full details sent on request 


E. & S$. Livingstone, Ltd., EDINBURGH and LONDON 











THE NUFFIELD 
FOUNDATION 
MEDICAL FELLOWSHIPS 


As part of its programme for the advance- 
ment of health the Nuffield Foundation is 
prepared to award a number of fellowships 
to highly qualified men and women of the 
United Kingdom, usually between the ages 
of 25 and 35, who wish to train further for 
teaching and research appointments in any 
branch of medicine. Between equally quali 
fied applicants preference will be given to 
those who wish to pursue an academic career 
in child health, social medicine, industrial health 
psychiatry, and chronic rheumatism 

Applications for awards in 1953 must be 
received not later than Ist May, 1953 


The conditions of these fellowships and 
the application forms are obtainable from the 
Secretary, The Nuffield Foundation, Nuffield 
Lodge, Regent's Park, London, NW.! 


L. FARRER-BROWN 
Secretary of the Nuffield Foundat 
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Bookbinders 


72 MARYLEBONE LANE 
LONDON, W.| 


Established 1854 Tel. WELbeck 4707 


Bookbinders to all 
branches of the medical 
profession 


Any style of binding 
copied 
Patterns sent on request 


Price list and 
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Henry Kimpton’s Publications— 


AN INTRODUCTION TO MEDICAL SCIENCE 
By WILLIAM BOYD, M_D., Dipl.Psych., M.R.C.P(Edin.), F.R.C.P.(Lond.) 
FOURTH EDITION, REVISED 
Royal Octavo 304 Pages 124 Illustrations and 3 Coloured Plates Cloth 
Price 34s. net (postage |s.) 





SYNOPSIS OF PATHOLOGY 
By W. A. D. ANDERSON, MA. M.D., FACP 
THIRD EDITION, REVISED 
Crown Octavo 788 Pages 334 Illustrations and 13 Coloured Plates Cloth 
Price 60s. net 





UROLOGICAL PATHOLOGY 
By PETER A. HERBUT, MD 
In Two Volumes 
Royal Octavo 1,222 Pages 527 Illustrations, 2 in colour Cloth Price £8 10s. net 





NORMAL BLOOD PRESSURE AND HYPERTENSION 
New Definitions 
By ARTHUR M. MASTER, M.D.; CHARLES |. GARFIELD, M.D 
and MAX B. WALTERS, M.D 
Royal Octavo 144 Pages 36 Illustrations Cloth Price 30s. net (postage 8d.) 





DISEASES OF CHILDREN’S EYES 
By JAMES HAMILTON DOGGART, MA., M.D., F.R.CS Eng 
SECOND EDITION, REVISED 
Royal Octavo xvi + 304 Pages, with 211 Illustrations, including 33 Coloured Plates 
Price 42s. net 





TEXTBOOK OF OPHTHALMOLOGY 
By SIR STEWART DUKE-ELDER, K.C VO. MA., DSc(St. And.), Ph.D Lond.) 
M.D., Ch.B., F.R.C.S 
VOLUME V — THE OCULAR ADNEXA 
Crown Quarto 1,120 Pages 1,181 Wlustrations, including 34 in Colour Cloth 
Price 90s. net 





GASTROINTESTINAL X-RAY DIAGNOSIS 
By MAX RITVO, M_D., and |. A. SHAUFFER, M.D 
Large Octavo 838 Pages 476 Illustrations, including 2 in Colour Cloth 
Price £7 10s. net 





THE AUTONOMIC NERVOUS SYSTEM 
Anatomy, Physiology, and Surgical Application 
By JAMES C. WHITE, M.D., REGINALD H. SMITHWICK, M.D 
and FIORINDO A. SIMEONE, MD 
THIRD EDITION, REVISED 
Royal Octavo 569 Pages IHlustrated Cloth Price 90s. net 





MANUAL OF GYNECOLOGY 
By E. STEWART TAYLOR, MD 
Royal Octavo 204 Pages 70 Illustrations Cloth Price 34s. net (postage 9d.) 








HENRY KIMPTON 
25 Bleomsbuary Way Lendes, W.C.! 


Medical Book Department of Hirschfeld Brothers, Led 
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THE EXTRA PHARMACOP@GIA 
(MARTINDALE) 


Volume 1, 23rd Edition 


In this new edition will be found information on the composition and character 
of practically every substance used in medicine, together with a concise summary of 
its use, its method of administration and its contraindications, with abstracts of the 
world literature The book gives details, with references, of the most recent 
innovations in medical practice 

Details are provided on the toxicity of chemicals and drugs, on reports of cases of 
poisoning, and on treatment of overdosage. It is unlikely that any medicinal agent 
of established value has been omitted from the Therapeutic Index, which is about 
half as long again as that of the last edition and contains approximately 750 
headings. 

Pp. xxi + 1352 Price 55s. (postage Is.) 


Remittance with order is requested 
THE PHARMACEUTICAL PRESS 
17 Bloomsbury Square, London, W.C.1 


(Publishers of The British Pharmaceutical Codex) 

















BINDING CASES 


Binding cases for Volume 169 (July to December, 1952) 
% and previous volumes are now available in green cloth 
with gilt lettering, price Ss. each, post free. 


The cases are made to hold six copies of the journal 
after the advertisement pages have been removed ; they 
are not self-binding. 


Alternatively, subscribers’ copies can be bound at an 
% inclusive charge of 12s 6d. per volume; this includes 
the cost of the binding case and return postage. 


Send your order, with remittance, to: 
The Bookbinding Department 
THE PRACTITIONER 


5 BENTINCK STREET, LONDON, W.1 
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A SPENCER Support 
for Intervertebral Disc 


In both conservative and surgical treatment 
of intervertebral disc, application of a back 
support is usually indicated.* 


We invite the surgeon's 
investigation of Spencer 
as an adjunct to treat- 
ment. Each Spencer is 
individually designed, cut 
and made for each 
patient-—after a descrip- 
tion of the patients’ 
body and posture has 
been recorded and de- 
tailed measurements 
taken. Thus, individual 
Support requirements 
are accurately met. The 
Spencer Spinal Supports 
shown incorporating 
*Ruptured Inter rigid spinal brace were 
per ee Foe individually designed for 
“Journal of Bon both man and woman 
and Joint Sur- ' patients Note exterior 
oui be , pelvic binder for added 
pelvic stability. 


For further information write to 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbury : Oxfordshire 


Tel. 2265 


Branch Offices and Fitting Centres 
MANCHESTER 38a King Street, 2 BLAckfriars 9075 
LIVERPOOL 79 Church Street, 1 Royal 4021 
LEEDS : Victoria Buildings, Park Cross Street, 1 Leeds 330821 
(Opposite Town Hall Steps) 

BRISTOI 44a Queen's Road, 8 Bristol 24801 
GLASGOW 86 St. Vincent Street, C.2 Central 3232 
EDINBURGH Wa George Street 2 Caledonian 6162 


Trained Spencer Retailer-Fitters resident throughout the Kingdom, nor aod address of neorest Fitter 
Copyright supplied on request 
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W Made trom the tinest Shettield steel, Swann-Mortoa 
surgical blades are individuall; tested for keenness 
and flawlessness—then sterilised and coated with 
pure Vaseline to reach the surgeon's hands 
in perfect condition. Handles are of stain- 

less metal, precisely machined to en- 

sure that blades fit accurately and 

rigidly. There are eleven types 

of blade, as illustrated, 

and three types of 

handle. 


Swaun-Motten 


W.R. SWANN & CO.LTD - PENN WORKS - SHEFFIELD - ENGLAND 
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THE BRITISH OXYGEN CO. LTD 


NITROUS OXIDE MEDICAL DIVISION 
LONDON & BRANCHES 160) 


CYCLOPROPANE 
The comprehensive B.O.C medical service includes 
the supply of ail gases; the manufacture of every 
CARBON DIOXIDE 
kind of associated equipment, including Hospital 
Pipelines; and regular maintenance and repair. Illus- 


trated Brochures are available on request. 


ANASTHETIC APPARATUS 
OXYGEN THERAPY 
WELIUM ANASTHETIC SUNDRIES 
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Development 


in diathermy 


Improvements suggested by diathermy experience in scores of hospitals 
make the new Marconi Surgical Diathermy an instrument of great efficiency 
and safety. Individual electronic circuits are pre-selected by footswitch for cutting 
or coagulation, with independent continuously-variable controls giving maximum 
cutting intensities up to 300 watts 
The Cautery-Light unit, with three quite separate output circuits, gives adequate 
power for cautery and provides a controlled-voltage supply for surgeons’ and 
other lamps. In the Endoscope circuit, of the ‘intrinsically safe’ type, limiting 
resistors minimise risk due to faults in endoscopes or leads. All three circuits 
are screened and earth-free, ensuring safety and reliability 
In a cream enamelled cabinet on rubber-tyred castors, the new TF 972 Surgical 


Diathermy is especially compact, versatile and simple to operate. 


MARCONI INSTRUMENTS 


AN A ¥ 4 


MARCON! IiNSTRUMENTS LT - ST. ALBANS - HERTFORDSHIRE 
Local Marconi Sales and Service Fa ¢: available in 


BELFAST © CARDIFF © GLASGOW ® LEAMINGTON SPA ® LIVER POOL @ LONT™ © NEWCASTLE © SHEFF itt 
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Antibiotic Lozenge 


hey may 


be peeneet® with confider 2 
Tyrosolven lozenges are 
supplied to chemists 
in a dispensing pack of ANT LSSS T(E \ ANaLSOS te 
LOZENGES 


250 lozenges at 16/8d. 


Formula: Tyrothricin mg., Ben 


NO WARNER PREPARATION HA EVER 


William R. Warner & Co. Ltd. Power Road, London, W.4 
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ROTER TABLETS 


Give Immediate Symptomatic Relief—Long-Term Benefit 


Rapidly extending clinical experience clearly indicates the out 
standing therapeutic success of ROTER in peptic ulcer 
ROTER promptly abolishes subjective manifestations such as 
pain, discomfort and nausea 

Accelerates healing, without undue dietary restrictions. Provides 
a true ambulatory treatment which ts entirely free from the risk 
of unpleasant side-effects. Often obviates hospitalisation o1 
surgical intervention 


ROTERCHOLON 


Provides A New Type of Hepato-biliary Therapy 


ROTERCHOLON gives a new and remarkably efficient 
approach to the treatment of cholecystitis, cholangitis and 
associated conditions 

ROTERCHOLON has an unusually potent choleretic and 
cholagogic action 

Possesses biliary, antiseptic, sedative and mildly laxative 
properties 

Stimulates digestive function and favours assimilation of fat and 
fat-soluble vitamins. Thus it relieves inflammation of the biliary 
tract, inhibits formation of calculi and gives marked sympto- 
matic relief 





Literature on, and e@ « 


F A | R LABORATORIES LIMITED 
* +. .s s 


179 HEATH ROAD - TWICKENHAM - MIDDLESEX 
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Complementary ... 


* MANDELAMINE’ 


provides a powerful weapon of attack 
against infection 


*PYRIDIUM’ 


is an effective shield against pain 








‘Mandelamine’ Its effectiveness and simplicity 
Each enteric-coated make it the antiseptic of first choice 
paoenie omge in the treatment of many common infections 
methenamine mandelate of the urinary tract. 


While the doctor is obtaining the control of 
infection that forms the essential treatment, the 
patient can be given the symptomatic relief he 
seeks, with ‘ Pyridium’. 


* Pyridium’ Acting directly on the urogenital mucosa, 
it brings comfort often within half an hour of 
Each tablet contains administration, rendering sedatives and narcotics 


o-i g. of ‘Pyridium’ unnecessary. 





Samples and literature on request 


, 


* Mandelamine’ and ‘ Pyridium’ are the registered trade marks 
of Nepera Chemical Company Inc. 


MENLEY & JAMES, LIMITED, Coldharbour Lane, London, $.E.5 
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INDICATED AFTER MASTECTOMY 


A \ 

} BRASSIERE 
For women self-conscious, introspective, or 
psychologically disturbed as a_ result of 
mastectomy, the inflatable brassiere, Trés 
Secréte, is a really important piece ol news 

Lach bust section of this graceful garment 
contains a lightweight plastic air-cup. Each 
breast is independently and permanently 
inflated with a little tube supplied, and can 
thus be made to give a completely natural 
looking figure 

Doctors are enthusiastically recom 
mending the Trés Secréte brassiere. It ws 
light, cool and smooth to wear: will cause 
no irritation to scar tissue; and gives 
immeasurable help to the mental 
recovery of post-operative mastectomy 

Cases INSERT TUBE INFLATE 
Phisannouncementhas the approval 


of our Medical Adviser. 





In white 12¢ . 
Small and medium cups. Price 
guinea Straple model 
£25.0 1 deeper model up t 
ize 42 will be ready in March 
FREE Write for copies of the illus- 
trated booklet describing Tres Secrete. 


TRES SECRETE LTD. (Dept. PR) WIGSTON, LEICESTER © Te/.: Oadby 504 & 505 


cr 730 
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Riker Laboratories announce the 
introduction of a potent, reliable 
and convenient agent for reduction 


Intramuscular Solution 


Containing Veriloid (brand of amorphous alkaloids of Veratrum 
viride), | mg. per cc. with 1°, Procaine Hydrochloride in isotonic 


solution. 


Prepared in ampoules of 2 cc., packaged in boxes of 6 ampoules. 
A single dose of Veriloid Intramuscular Solution produces a reduc- 


tion of arterial pressure averaging 25°, of the manometric reading, 
the effect being maximal 60-90 minutes after injection and persisting 
for 3 to 6 hours. The injections are well-tolerated and virtually 
painless, so that blood-pressure may be kept continuously depressed 
by repeated administration. 
INDICATIONS FOR USE 

@ Hypertensive states accompanying @ Hypertensive crises (encephalopathy) 

cerebral vascular disease @ Toxaemia of pregnancy 
@ Malignant hypertension @ Pre-eclampsia and eclampsia 
Veriloid Intramuscular Solution may be used to maintain the hypo- 
tensive response produced by intravenous veratrum, or it may be 
employed as the primary hypotensive agent. It supplements the 
Veriloid dosage forms hitherto available, namely: 
Veriloid tablets (plain), Veriloid-VP tablets, Veriloid Intravenous 


Solutioa. 
Detailed information gladly sent on request. 


* Trade Mark of 


RIKER LABORATORIES LTD. 


29, KIRKEWHITE STREET, NOTTINGHAM. 
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JOHN WYLTH & BROTHER LID 


FERROUS SULPHATE is now re- 
cognised as the most efficient form 
of iron treatment for hypochromi: 
anemias. The question is there- 
fore not “whether” but “how” 


it should be administered 
The preparation should not be 


too bulky, nor cause gastro- 


intestinal upset, yet it must 
disintegrate quickly and produce 
maximum hematopoietic 


response, 


Not 
whether 


but how 


In* PLASTULES’ ferrous sulphate 
iS presented in its most attractive 
form—in a semi-solid base in a 
capsule which rapidly dissolves in 
the stomach, thus ensuring maxi- 
mum absorption. *PLASTULES’ 
induce a rapid response without 
gastric upset 

*PLASTULES” are available in 


four varieties: Plain 


Extract: with Folic Add: and 


with Liver 


with Hog'’s Stomach. 


*PLASTULLES > Hamatinic Compound 
Trede rh 


Ma 


CLIFTON HOUSE, EUSTON ROAD NWI 


Wyeth 
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Lestreflex (Diachylon) Bandages 
and 
Dalzoflex 
Self-Adhesive Bandages feature 


“STRIP VENTILATION” 


FOR GREATER COMFORT, TOLERANCE. 
AERATION, EXTENSIBILITY AND FLEXIBILITY 


For the patient who is sensitive to the occasional discomfort 
caused by conventional plaster dressings, Dalmas “ Strip 
Ventilation” is a valuable feature endorsed by medical 
opinion. Excessive warmth is dissipated, thus removing a 
main cause of reaction. Where there is no plaster idiosyn- 
erasy Lestrefiex and Dalzofiex fully spread are still avail- 
able. and can be prescribed on £..( .10s. So far, ventilated 
bandages although an undoubted advance are not prescribable 
from the \.H.S. and permission is being sought 


@ LESTREFLEX BANDAGES 
R beyd ‘ m 3 and 4 Both 

Manufactured also with strip 

and 3° widths, but nor prescribable 


olls widths 
sllowed or 
ventilation, 2 
on NHS 


@ DALZOFLEX BANDAGES 

Rolls 3-yds. long in 2°, 24°, 3° and 4° widths. All 
sllowed on E.C.10. Also available in 24° and 3 
widths with strip ventilation, but not prescribable 


on NHS 

@ DALZOFLEX STRAPPING 
Rolls |-yd. long in 1° and 2° widths 
long in 1° and 2° widths 
ventilation and prescribable on N_H.S 


Rolls 3-yds 


Both without strip 





. 


Fun details of Lestrefiex (Diachylon) 
Bandages and Dalzofiex Self-Adhesive Band- 
ages available upon request to Dalmas Ltd.. 

icester. 
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QUEEN Wy 


Non-Allergic 
BEAUTY PRODUCTS 
THE 
SAFETY FACTOR <<! /) 
IN EVERYDAY |*)\ =)" 
MAKE-UP 


/ 


vf 
Li ew) 


Queen Beauty pro- (% 2 \ 
ducts form a o's 
complete range of ne 

toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants and are recommended by 
the Medical Profession 


Obtainable from John Bell & Croyden, 50 Wigmore 
Street, W.1 and other Chemists 


. 
\* 
Je 


Write for booklet t 


BOUTALLS CHEMISTS LTD. 
60 Lambs Conduit Street, London, W.C.1 











‘ Cesira Mask 


for 
SURGEONS 
and NURSES 


Made by: Robinson & Sons 
Led., Wheat Bridge Mills 
CHESTERFIEL 


BACTERIOLOGICALLY TESTED AND 
SPECIALLY DESIGNED FOR THE 
PREVENTION OF DROPLET INFECTION 


After many bacteriological experiments this mask was 
designed to arrest all droplets from the mouth and 
nose, and so to prevent contamination during operation 
The “Cestra’’ Mask consists of 4 layers of fine dental 
gauze. ie fastens secutely under the chin, has an air 
gap at the sides, is comfortable to wear for long 
periods and may be easily sterilized 


Obtainable from Chemists and Medical Stores 


London Office: King’s Bourne House, 229/23! 
High Holborn, LONDON, W.C.I 
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NET SUPPORTS 
TWO-WAYS 


4 Lastonet 
stocking stretches in all 
directions for even sup 

port 
exerted as it expands and 
contracts 1s of material 


The gentle massage 


value in giving tone 
to the vein walls, 
thereby lessening the 


dangers of varicosity 


MADE ONLY 
TO MEASURE 


and relieving the 
condition if it 
occurred 


E-L-A-S$-T-1I-C 
$3 FEATHERWEIGHT WET STOCKING 
Measurement forms, full details and particulars of 
medical opinion from LASTONET PRODUCTS LTD., 
CARN BREA, REDRUTH, CORNWALL 


JAEGER 





Jaeger body-belts are made of pure wool, for 


these reasons. Wool keeps its wearer cool ir 
summer and warm in winter. Wool quickly dis- 
becoming 


poses of without 


clammy. Being porous it allows both the escape 


perspiration 


of exhalations from the skin and the access of 
pure air to the skin. Jaeger body-belts sit well, 
and give support without 


stay in position, 


They are available in all sizes 
204-206 Regent Street, 


pressure 


Jaeger House, Ww.l 


utr duce ng to Lpctovs se 


THE FIRST 
( ent 
AURAL AID 


into the perfecting of whieh 
has gone €30,000 
in Ardente esearch 


Research Unit, working under the 
Ss. ¢ 
Aural Aid 


entirely new approach to the problem of 


From the Ardente 


scientific direction of Dr Ghose, now comes the 


very first completely ‘silent Embodying an 
nowe’ ehimin 


ation, the Ardente ‘Phoenix’ represents a major advance 

in aural aid technique and makes a valuable contribu 

tion to the rehabilitation of the hard-of-hearing 

The offer 

*%® EXCEPTIONAL SUPPRESSION OF ‘CLOTHES. 
RUBBING’ and all unwanted background sounds 

*% VARIATION OF FREQUENCY CHARACTER 
ISTICS in accordance with the Medical Research 
Council's recommendations 

*% AUTOMATIC VOLUME LIMITATION (A.V.C.) 
for protection against sudden loud sounds 

*% Unique PRINTED WIRING for stable character 
istics over long periods of use 

*% IMMEDIATE SERVICING by 
change of plugged-in parts 


irdente ‘Phoenix these advantages 


the simple inter- 


the ARDENTE 
SILENT PHOENIX | 
ws 


Artemg . bnee V 


The Sec retary, The Ardente Hearing Rehabilitation Unit, 
Ardente House, jog Oxford Street, London, W.1. MAYfair pai? 
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Ah! nurse this is what my 
faticnls recommend 10 me 





a 


a 
Sip Swetltf- 


OMVA-Vitn 


MADE BY CADBURYS 





TO DOCTORS 


who have to advise mothers IN SAFE HANDS 


on baby feeding The man who has appointed the Westminster Bank 
to be his Executor or Trustee can, with truth, sy 
that the well-being of his family will be in safe hands. 
The Bank will carry out his wishes faithfully, bringing 
vegetables and trait prepare db to its task a fund of business experience beyond that 
Heinz to be given to intants trom possessed by any private individual; it will administer 
its trust with complete integrity; and—more impor- 
tant, perhaps, than any of these—ie will at all umes 
show a very sympathetic consideration towards those 
whose affairs are left in its hands. Inquiries will be 
trom the nutritional standpoint, welcomed at any of the Bank's branches. 





here are 17 different meat broths, 


3 months onwards 


These food are wore Valttal 


than such toods are when prepared 
at home. Literature explaining this, 
together with samples, will be sent 


On reque { 


Please a fo Dept. 7a 
H. |. HEINZ COMPANY LTD, 


Tes ves WESTMINSTER BANK LIMITED 


l'rustee Department: $3 Threadneedle St., London, EC2 
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FELLOWS 





— stimulate appetite, 

— improve muscle tone, 

— produce euphoria almost 
instantaneously, 

—elevate the mood without 
depressive after-effects 


IRON 





QuININE 
STRYCHNINE 








ny r request 


FASSETT & JOHNSON LTD., 


ANALGESIC - RESOLVENT 
COUNTER-IRRITANT 
A solid embrocation without disagreeable 
odour. Will not stain clothing 
Indications 
RHEUMATIC & MUSCULAR 
PAINS, NEURALGIA & 
HEADACHES, BRONCHITIS, 
CATARRH, LARYNGILIS 


Action 

The analgesic properties in Ralgex 
afford rapid relief of all rheumati« 
and other pains 

Ralgex acts as a counter-irritani in 
cases of Bronchitis, Catarrh,. 
Laryngitis or Pharyngitis 

Clinical samples and literature 
gladly sent upon request. ot 


PHARMAX 
PHARMAX LIMITED 
The Organ Works, Old Hill, PRODUCT 


Chislehurst, Kent 











DENTHE ) 








Registered 


THE SAFEST AND BEST PREPARATION 
OF OFIUM 

Nepenthe contains all the constituents of 

opium and has been prescribed for over 100 

lt has been found by generations of 

preparation of 


years 
practitioners to be the best 
as it does not cause the unpleasanc 
to opiates it 


opium, 

after-effects usually attributed 

can pve given over @ considerable period and 
the effect remains invariably constant 


'6-02 
rubber 


4-01., Bon. and 
injection in §-oz 


Packed in 2-02. 
bottles, and for 
capped bottles, sterile, ready for use 


CFERRIS ) 


& Co., Ltd. 
BRISTOL 


Telephone Bristol 2138! 
Telegraphic Address FERRIS, BRISTOL 
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HIGHLY EFFICIENT TREATMENT 


Superseding Gentian Violet 


PRUVAGOL 


Vaginal cream and pessaries 
NON-STAINING AND NON-IRRITATING 


* References: —-B.M.J., 14.7.51, p. 118, and BMJ., 11.10.52, p. 813 
* Packings:—-Pessaries in containers of 12, 50 and 100 
Cream in tubes with applicators and hospital packs 


Literature and samples available on request. Prescribable on form E.C.10 


CAMDEN CHEMICAL COMPANY LTD. 61 Gray’s Inn Rd., London W.C.1I 








75 i.u.per gelucap Grogs 


For CARDIOVASCULAR-RENAL DISEASES 


Each gelucap contains a concentrate of natural esters (d, alpha tocophery! 
acetate) from vegetable oils, type VI, equivalent to 75 mg. dl, alpha toco- 
pheryl acetate (i.e. 75 international units) 
VITA-E is the genuine natural Vitamin E used by the 
Shute Institute and recommended by the Shute Founda- 
EXTENSIVELY tion for Medical Research and is sold under no other 
PRESCRIBED ON name. Physicians abroad are warned against using any 
E.C.10 FORMS IN THE brand of vitamin E not labelled in terms of international 
UNITED KINGDOM units as per standard of the League of Nations. VITA-I 
is manufactured in England and is available in all 
countries so substitutes should be avoided. 
Also available a complete range of endocrine and endocrine-vitamin prepara- 
tions including BIOGLAN-A/R capsules for rheumatism, arthritis, rheumatoid 
arthritis and fibrositis (based on the same cortical principle as CORTISONE). 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 
Tel. Address: “ BIOGLAN TOLMERS” Phone: CUFFLEY 2137 Literature on request 
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HEWLETT’S antiseptic CREAM 


ACTIVE INGREDIENTS IN THE TREATMENT OF PACKINGS 


ZINC OXIDE COLLAPSIBLE TUBES 
ZINC OLEATE I Ib. JARS 
ACID BORIC SKIN CONDITIONS | ac rns 

An emollient cream of uniform consistency and an effective agent 

for skin medication. Hewlett’s cream may be used as a vehicle for 


determatological medicamenta. It is NOT totally absorbed and is 
the ideal medium for maintaining prolonged epidermal medication. 


Literature and Samples on request to 
Cc. J. HEWLETT & SON LTD 


Manufacturing Chemists 


35-43 CHARLOTTE ROAD, LONDON, E.C.2 
Also at 216 ORR STREET, GLASGOW, S.E. 

















Advertised and introduced ONLY to the Medical Profession 





BORNOLIN 


FOR TREATMENT OF BURNS, SCALDS AND SEPTIC WOUNDS 
Bactericidal, Soothing, Healing properties 


Ol. Morrhuae, Ol. Hippoglossi, Vitamin D in sterilized soft paraffin 


The urgency of treatment for Burns and Scalds 
is well supported by BORNOLIN 





* Pain immediately relieved, loss of serum checked, progressive * 
and rapid healing promoted, with minimal scarring 





BORNOLIN DRESSINGS DO NOT ADHERE 


Standard pack: Tube of 40 gm Dispensing pack: I-Ib. jar Sample and literature on request 


BENGUE & CO. LTD., Manufacturing Chemists 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MDDX. 








EMOTIONAL 
DISTURBANCE... 


A close association has been shown to 
exist between certain emotional disturbances 
and changes in gastric function. Increased 
acid secretion has been observed to follow 
emotional reactions of a combative nature and 
the importance of controlling gastric acidity 
in the management of peptic ulcer ts widely 
recognised. ‘Aludrox’ Amphoteric Gel 
buflers gastric acid to a pH of 3.5 to 40 
ut the same time providing a protective 


Less, 
Rar. 
gel barrier over the surface of the ulcer wc 
Healing is thus able to proceed whilst the RSs r 


risk of alkalosis is avoided ULCER 


IMOTIONS 
digestion is unimpaired 


‘ALUDROX’ 


ihe 


John Wveth & Brother Ltd., Clifton House, Euston Road, London, N.W.] 








— INCRETONE — 


With VITAMIN B, 


Stomachic and Tonic Augmented by Vitamin B, 


Incretone is a general tonic to which Vitamin B, has been 
added. The vehicle contains glandular substances pituitary 
and gonads and the bitter tonic principles taraxacum and 
gentian. 


Indicated in the treatment of anorexia, asthenia and general 
debility, and is a splendid aid in the convalescent period. 


Supplied in bottles of 6 ounces 


G. W. CARNRICK CO. 


Distributors: Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, 
ne | ON, SV. 1 Tel. Vic. 1232 ——s 
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* Anemias of Pregnancy 
. 4 “ 


c. 
FERROUS GLUCONATE 








*(B.M.J., 23.2.42, Pp. 407 

“. .. It was found that 43 of the 
patients in group A and 40.2 | in group 
C found it difficult or impossible to 
tolerate ferrous sulphate tablets, and 
it can be assumed that between 30 and 
40... of all antenatal patients will not, 
in fact, take these tablets if they are 
routinely prescribed in the antenatal 
department.” 

The need for a more suitable form of iron 
for the treatment of iron deficiency anamuias 
is evident 


Prescribe 

ELIXIR of pregnancy 

CEREVON Clinical trials have shown that for tolerance, 
absorpuon and utilisation the organic iron 


by name of FERROUS GLUCONATE as pre 


PROVIDES ORGANIC IRON 


sented in Elixir Cerevon is more acceptable 
to the gastric mucosa and haemopoietic 
system 


Elixir Cerevon also provides adequate doses 
of the important factors of the Vicomia B 
complex and the inclusion of 15 black- 
currant juice provides approximately 4$.0 
mgm Vitamin C per teaspoonful and makes 
the preparation highly palatable 
FORMULA: Each 
Ferrous gluconate 0.3 gm ineurin 
hior. 1 mem., Riboflavin. 1 mgm., 
mide 10 mem. With trace elements 


ind Manganese 


PACKS: B f 4, 20, 40, & 8 


contains 
Hydro 
Nicotina- 
of Copper 


tablespoonful 


Medical Department 


CREWE Telephone 3251-5 


available on request from the 


CREWE HALL 


Literature 


CALMIC LIMITED 





a Synerg sm of medicaments gives optimum results with mimimal dosage 


AFDIGYL tasters 


{ cardiac and cardio-vas 


Digitoxin 
Aminophylline . . 50-0 mg. 
%& AURICULAR FIBRILLATION 


3% CARDIAC ASTHMA 
%& CONGESTIVE HEART FAILURE 


%& AURICULAR FLUTTER 
Rapid digitalisation — Uniform dosage 
Promotion of diuresis — Low toxicity 


THE ANGLO-FRENCH DRUG CO. LTD. 
11-12 Guilford Street, London, W.C.1I | 
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“9 99 in the treatment of 
ECZEMATOUS 
FURUNCULOSIS 


‘Fo9” is a concentrate of the 
active isomer of linoleic and 
linolenic acids, of standardised 
biological activity and the high- 
est achievable degree of purity. 
It is available in capsule, liquid 
and ointment ss presentations 
“Fg9”"’ is indicated in cases of 
Infantile Eczema, Adult Eczema, 
Rosacea, Furunculosis and other 
skin disorders associated with a 
deficiency of essential fatty acids 
It is also successful in cases of 
Varicose Leg Ulcers of long 
sii standing 


nmeeks Fog has no N.F. equivalent, is not 
to the public and may be 


Photograph of Mr. 7.B. taken Photograph taken 
16th September, 194%, before February, 1949, after 
treatment with Fog nag treatment with one Fog advertised 
nosts, eczematous furunculosts of capsule daily, and application of 
the whole body, of 2 years Fog “ ointment, dail 

duration 


prescribed on EC10o. Net cost for 
example, of treating a typical leg ulcer 
case is 3s. 6d. weekly 


Literature on request 


INTERNATIONAL LABORATORIES LTD. eps. PK 17, 18, OLD TOWN, LONDON, S.W.4 








The carefully balanced combination of adrena 
line, papaverine and atropine methonitrate 
presented by Brovon Inhalant is an excellent 
example of synergism — the rapid action of the 
adrenaline ensures prompt relief, while the 
slower but more persistent action of the atro 
pine methonitrate and papaverine gives the 
desirable prolonged effect 


Brovon Inhalant is used for the rapid relief of 
asthma, particularly during paroxysms and in 
status asthmaticus, and to suppress threatening 
v attacks. It is also effective in relieving the 
v bronchiolar spasm of chronic bronchitis and 
vy emphysema. 
v 


BROVON INHALANT CONTAINS 


Atropine Methonitrate 0.14°.w 

Papaverine Hydrochloride 0.88°.w 

Adrenaline (Epinephrine) 0.50" .w 

Chlorburol 050° _w 
in a special solvent promoting rapid absorption THE DEEDON PLASTIC INHALER 
Brovon Inhalant is supplied in } oz., loz The Deedon Inhaler, the established favourite 
2 oz. and 4 oz. bottles (purchase-tox free). for penicillin aerosol therapy, is also the best 
Physicians are invited to write for a inhaler for administering BROVON inhalant. If 
clinical sample and descriptive literature a glass inhaler is preferred, the Brovon Midget 

Freely prescribable under the N.H.S. Scheme Inhaler can be prescribed 


MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN ‘moon oftertintce sine PACE WH LONDON 











ANNOUNCEMENTS 








An effective alternative to the barbiturates 


‘OBLIVON’ 


Methylpentynol 


FOR THE RAPID INDUCTION OF 
SLEEP WITHOUT ‘s‘HANGOVER’ 


FULL LITERATURE AND SAMPLES AVAILABLE ON REQUEST 
British Schering Limited 


Kensington High Street, London, W.8 


tel WEStern 8111 





RCS 


RS 2 ay FY x Sis: B 
The answer to a sick-room problem } 


¥ 


eS 


Man; patients dislike glucose. It is 


apt to ¢ lov the palate. It can even be 


But not so LUCOZADRE, the 


drink which is so 


nauseating. 
sparkling glucose 
delicious and refreshing that it is taken 
readily by the most fastidious patient. And 

once tasted, LUCOZADE is never refused. It ts 


the perfect answer to a sick-room problem 


Lucozade 


AN IMPROVED FORM OF GLUCOSE THERABY ~ 
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INNERAZE — 


The in-built wedge for the treatment of flat feet 


There is nothing new about the use of a wedg- indistinguishable 
ed heel for the treatment of pronation, but | from a normal 
the Inneraze method of applying it inside the | shoe. Inneraze 
shoe is new and much superior. For the in- | was designed, in 
built wedge (of non-absorbent plastic) and | the closest collab- 


the buttressed heel give a degree of correction | oration with an 

that is as lasting as the shoe. Neither wear | eminent orthopacdic surgeon, by the makers 
nor repair will alter it, and so the surgeon is | of the very well-known ‘ Start-Rite’ shoes 
relieved of much time-consuming supervi- for children. ‘Inneraze’ shoes are only sup- 
sion. And at all times Inneraze is practically | plied against a medical prescription Tk 


INNERAZE shoes by STARTRI 


For illustrated leaflet and the names and addresses of suppliers, please 


write to: The Managing Director, James Southall & Co. Lid., 34 St. George Street, Hanover Square, London, W1 





TAB. ACID ACETYLSAL. SOLUB. ‘C.P.L.) 
an elegant and freely prescribable 


calcium-aspirin tablet 
soluble stable palatable 


non-irritant and rapidly effective 


Each tablet contains Sgr. acetylsalieyi acid ur m at to form the nascent calcium sah 


Packings: ’ oO. 300 and m tublet« 


“uniprin” is not advertised to the public and may be freely prescribed 





Sample snd literature on request 


CLINICAL PRODUCTS LTD CPL RICHMOND SURREY 
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ReGuLar Hasits are undoubtedly the basis 
of satisfactory bowel movement in the nor 
mal individual. Unfortunately, with changes 
in the routine, during illness or convales- 
cence, or due to rush of work and social 
activities, the habit bowel 


time ot move- 


ment is often lost and constipation follows 


Once lost this habit time is not easy to 
regular effort 
bulk to 


regain, but insistence on a 


and the provision of sufficient 


Disorders of the Blood.’ Sixth Edition 


PAINES & BYRNE LTD., Greenford, Middlesex 





Habit Time 


stimulate peristalsis will do much to help in 
its recovery 


*PETROLAGAR” provides soft bulk and 
achieves a comfortable bowel movement 
without griping. Gently but 
*PerrocaGarR’ helps the 


Issued in two 


surely 
return to habut 
time Plain and 


with Phenolphthalein 


varieties 


‘D Rss 
I etrolagar Emulsion 


Trade Mark 


JOHN WYETH & BROTHER LID. CLIFTON HOUSE, EUSTON ROAD, NW. (Wyeth | 
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ROSE HIP & ORANGE 

WITH EXTRA GLUCOSE 
Carter's of Coleford, makers of Ribena Blackcurrant Juice, announce a 
new Vitamin C syrup—Rosena—which has been especially prepared 
for children from two weeks to ten years old 


It is a balanced blend of pure orange juice and rose hip extract. The well-known health 
characteristics of both are here combined for the first time. The soft, pleasant flavour of the 
rose hip has been used to stabilise the orange juice at an acidity which makes it most pleasant 
and acce ptable to children of all ages. It does not cause stomach or bowel trouble. By reason 
of its high vitamin content (not less than 56 mgms. of Vitamin C per fluid 07.) Rosena ts 
equal in Vitamin C activity to Ministry of Food Orange Juice and National Rose Hip Syrup 
It also contains three natural sugars which are nutritionally valuable. These comprise glucose, 
fruit sugar and cane sugar. In addition, a further 10 per cent. of pure glucose has been added 


2/10 a bottle Available through chemists only 
SASTS BABY 2 WHOLE MONTH 


Write for free Vitamin C in lh 
CARTER’S OF COLEFORD . DEPT. M2 - GLOUCESTERSHIRE 


WHEN VITAMINS OF 
THE B, COMPLEX 
ARE INDICATED 


























In cases where dietary supplements of the vitamin B, complex 
are indicated Marmite yeast extract is often recommended, as 
it provides the whole group ina naturally occurring form. Be- 
sides riboflavin (1.5 mg. per oz.) and nicotinic acid (16.5 mg. 
per oz.) it supplies folic acid, pyridoxin, pantothenic acid, 
biotin, choline, inositol and p-aminobenzoic acid. 


Routine administration of Marmite has been suggested con- 
currently with certain antibiotics and after gastrectomy, when 
B, deficiencies have been found to occur. Its inclusion in 
the ante-natal diet and in infant feeding is also recommended 
by many authorities. 

Obtainable from Chemists and Grocers MARMITE 

Special terms for packs for hospitals, welfare centres and schools 

yeast extract 


THE MARMITE FOOD EXTRACT CO., LTD 
Literature on request 
35 Seething Lane, London, E.C.3. 
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IN THOSE CASES WHERE BREAD IS PERMITTED, THE 





Loaf 


IS INDICATED BECAUSE it is attractive and palatable, while at 
the same time it conforms to medical requirements, as 
a study of the Average Analysis will show. This 
acceptable and nutritious Diabetic Loaf 
is in fact useful in any diet designed 
to reduce starch intake or to 
increase dietary protein. 


AVERAGE ANALYSIS DESIGNED FOR EASY MEASUREMENT 


ine euees of thts brent oc An interesting feature of this Procea loaf is that its 


moisture content contains exterior is ribbed. This allows the amount of bread to be 


Protein 6.5 grams pre-determined with some degree of accuracy 
Mineral matter 0.5 grams rhe Procea Diabetic Loaf is baked to the formula 
Fat 2.5 grams prescribed by medical authorities for the attainment of a 
Carbohydrates 10.5 grams suitably low starch content for the diabetic subject, and 
Protein-Carbohydrate is obtainable from authorised bakers, chemists, health 


ratio | to 1.6 approx stores, etc 
Carbohydrate content per address below — giving, if possible, the names and 
slice 2.5 grams approx. addresses of your local bakers or other stockists 


For further particulars, please write to the 





PROCEA PRODUCTS LITD., Procea House, Dean Street, London, W.1 
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Now available... 


‘DISTAVONE’ 


brand 


Procaine Penicillin G 
Potassium Penicillin G 


Dihydrostreptomycin Sulphat 
A mixed antibiotic preparation with 
special applications 


Not infrequently, cases of advanced infection or of mixed 
infection require immediate treatment and to await 
proper bacteriological examination may be quite impractic= 
able or inadvisable. In such cases, and also in prophylaxis 
in certain operative procedures, it is often the practice 
to administer separate injections of penicillin and dihydro- 
streptomycin. Morcover, where the causative organisms, 
bec ause they ire deep-seated, cannot be readily identified, 
a mixture of these two antibiotics is often used. 


For convenience in such circumstances, * Distavone,’ 
consisting of a balanced mixture of penicillin and 
dihydrostreptomy¢ m in a highly purified form, has been 


made ay ail ible 


Each single-dose injection-type vial contains 300,000 
units procaine penicillin G, 100,000 units potassium 
penicillin G and 500,000 units (equivalent w 0.5 
gramme pure base) dihydrostreptomycin sulphate. 
Boxes of 5 vials 





Distributed by 

ALLEN & HANBURYS LTD 

BRITISH DRUG HOUSES LTD 

BURROUGHS WELLCOME & CO 

EVANS MEDICAL SUPPLIES LTD 

PHARMACEUTICAL SPECIALITII MAY & BAKER) LTD 


Manufactured by 


the trade mark ‘Distavone’ 


(BIOCHEMICALS) LIMITED 
SPEKI LIVERPOOI 
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Thank you, doctor! 











ULALGICIN sor ive 


Thavk Bene 





relief of pain in acute otitis media 





—particularly in children 


Benger Laboratories 


BENGER LABORATORIES LIMITED * HOLMES CHAPEL CHESHIRE ENGLAND 
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New Peptic Ulcer Treatment 
Comparable to Drip Therapy 


Whole milk and alkaline constituents combine 
to produce increased buffering action 


ULACIN TABLETS 

N to meet a very i ! 
ment of gastric anc ler 

All the literature ) tl treatment of 
peptic ulcers emp! ’ yroven value ol 
diminishing the acidity th iStric juice 
Many large and otherwise intra ble ulcer 
can be healed by a cont nira-gastric 
drip of milk or alkal 

Drip therapy is, however, not always avail 
able or practicable to use in many instance 
Nulacin offers a satisfactory alternative 


CONTINUOUS NEUTRALIZATION 
NULACIN TABLETS, allowed to dissolve 


slowly in the mouth, have been shown clini 
cally to provide a continuous neutralization 
comparable wit! that of drip therapy 
(B.M.J., 1952, 2, 180.) 

NULACIN TABLETS contain nutrient in 
i most acceptable form to the peptic ulcer 
patient. They obviate the necessity of taking 
frequent feed ind so lessen the tendency to 
obesity in those follow i dietary regime of 
food at frequent interval 

During ulcer activity the suggested dosage 
is 3 tablets to be sucked each hour, and for 
follow-up treatment 2 tablets should be sucked 
between meals, beginnir ilf an hour after 
a meal 

The tablet 
consistency am 
ws sucked, the result 
longed neutralizatior t ’ 

NULACIN TABLETS dur . 
clinical tests proved to be extremely palatable 
ind particularly acceptable to patients 


The patient should be instructed to place 
the tablet between the gum of the upper 


jaw and the cheek. Here wt will be comfort 


ible, and slowly ssoly The efficacy of the y | 
tablet is greatly d nished if it 1s chewed and . 
swallowed = / i } 
NULACIN I I S are not advertisec =/ 
A ABLETS are t advertised = HORLICKS LIMITED 


ck of 25 tablets j Pharmaceutical Division 


to the public. There no B.P. equivalent 


this tablet. The d 


is free of Purchase Tax and now costs | SLOUGH BUCKS 
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How gratifying to the doctor to know that his new diabetic patient has 
mastered the self-injection technique after a minimum of instruction 
How reassuring indeed to the parents of a newly-diagnosed diabetic child 
Doctors are agreed on the wisdom of providing the diabetic with every 
facility to enable him to perfect his injection technique in the shortest 
possible time. That is why the new Insulin Injection Technique pocket- 
card,* issued free to doctors and hospitals by the makers of Insulin A.B., 
is proving such a valuable factor in the education of the diabetic patient 
and in establishing his complete confidence at the outset of his insulin 
life. Supplies of the pocket-card are available to the profession for issue 


to diabetic patients, on request from the joint manufacturers of .. . 


Insulin A.B 
prescribed throughout 
me nsw Uti © © the world for its quality 


and perforriance 
» * The new A.B. Injection Technique 
y pocket-card includes recommenda 
tions in simple language on injec 
tion technique, alternative sites for 
mjection, care of the syringe, mixing 
of imsulins, ete 





Joint Licensees and Manufacturer 
ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 


LONDON, f LONDON, N.I 











AMINO ACID 
AND ANTACID 
THERAPY 


Rapid disintegration ensures prompt relief from Epigastrie 

pain due to hyperacidity and gastro-duodenal ulceration 

A prolonged “buffering action” for over three 

The Medical 

Management 
of Gastro 
Duodenal 


Ulceration 


hours is established causing no “acid rebound.” 

The liberation of the amino acid glycine stimulates 

the granulation of the ulcer bed and the normal enzyme 
activity is ensured whilst the mucosa is protected by 


the freely formed colloidal gel. 


FORMULA: Dihydroxy aluminium aminoacetate 250 mems; 
Glycine S00 mgms. 
Available in bottles of 100 and 1000 tablets. 


* 
. 
. 
. 
Sd 
. 
! 
? 
? 
¢ 
. 
* 
« 
e 
. 


oe FABNET 


Vol LXXVII BRAND 
Sept. 12, 1952 DIHYDROXY 
ALUMINIUM = AMINOACETATE 


Literature available on request from the Medical Department 


CALMIC LIMITED - CREWE HALL: CREWE - TEL, 3251-5 
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PEASTO. 


Outward signs of nervous stress are frequently encountered in 
present-day practice, and the value of symptomatic treatment with a 
sedative dose of barbiturate is now accepted Amytal” and *Sodiun 
Amytal* can be relied upon to relieve nervous tension without irritability 
or loss of alertness In nervous dyspepsia, gastric ulcer, etc the 


administration of Tablets * Amytal’ gr. t.d.s. is usually satisfactory 


In neurotics the rather deeper action of the sodium salt is generally 


preferred Treatment with * Pulvules’ * Sodium Amytal’ gr. 1 t.d.s. 


ts most beneficial in depressive and anxiety states 


AWYTAL “SODIUY 

MARA | | | j AN N ; 

AMYLOBARBITONI aes A | ) | | | 7 
MARK | | ] 


SY, SODIUM AMYLOBARBITONI 
= lly 


ELI LILLY AND COMPANY LIMITED BASINGSTOKE HANTS 








ANNOUNCEMENTS 





No Other [hypotensive 


Combines these.. 


Veriloid, a product of Riker Lab- 
oratories research, is an alkaloidal 
extract of hypotensive principles 
obtained by fractionation from 
Veratrum viride. It is biologically 
assayed in mammals using reduc- 
tion of arterial pressure as the 
criterion of potency. 


ERIL 


IN MYPERTENSION 


tent Its constancy of (Cardiac output not reduced 


al action permuts calcula 
t dosage in milligrams 7 No compromise of renal functior 


process of manufacture pr 
tabler which dissolves slowly Cerebral blood flow is not decreased 
sorption and action over a 


r nod 
rm " Tolerance or idiosyncrasy rarely de 


lop 
Moderate blood pressure by vesupe 
relaxant action independent of 


Hence can be given over long periods 
motor effect with 


the um of arresting or lessenme 
progression of hypertension 
No ganghoni r adrenerg blocking 
Well tcierated in properly adjusted 
dosage does not occasion headache 
{ blood pressure, so unportant 
ng the demands of an active roduces a prompt and sustained reduc 
t interfered wit no danger of t of blood pressure in all forms of 


Si 


mg., Verslod-VP (Ver 


and Intramuscul 


wnt hwnerter 


* Trade Mark of 


RIKER LABORATORIES LIMITED, 29 Kirkewhite St., Nottingham 


Descriptive Literature available on request 
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PROTEIN DEFICIENCY AND THE VALUE OF 


BROCKHAM 
HIGH PROTEIN FOOD 


Brockham H gh Protein Food added to the diet 
provides the extra protein needed by so many patients 
This extremely valuable nutritional 

supplement contains over 21 

of first class protein all derived 

from rich unspoiled sources, to 

gether with the “trace”? elements 

and B-Complex Vitamins of the 

constituents The health-giving 

properties of Brockham High 

Protein Food are enhanced when 

they are combined in this con- 


centrated form. 





BROCKHAM roti, FOOD 


is a concentrate of 
% POWDERED BREWERS YEAST 
% YOGHOURTED SKIM MILK 
% MOLASSES 
* WHEAT GERM 


In addition to first class Protein, Brockham 





Food contains B-Complex Vitamins and “ trace” 4 
We shall be glad to send you a 


elements from unspoiled natural sources. : 
sample packet on request. 





Obtainable from all Chemists and Health Food Stores everywhere. 3/- and 5/6 


BROCKHAM FOOD LABORATORIES LTD., ACTON LANE, LONDON, N.W.10 
MI'y 
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The Eczema-Dermatitis Group 
of skin lesions 


ages O freatimien 





? { hours acute 


iry and erythematous or 


weeping and vesicular 


afew daYS wrocw: 


iry in some areas but 


with a litthe weeping and 


crusting in other 


to complete 
the cure 


rs cCuly 


ten with 


/ 


GENATOSAN LTD. Loughborough 
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lmerimn 


SODIUM 


(MERCAPTOMERIN SODIUM) 








THE NEW MERCURIAL DIURETI( 
FOR SUBCUTANEOUS INJECTION 





*Thiomerin differs ? slower in onset but 
J : 

from other mercurial equal in output t 
diuretics in that rs \ a that of any other mercurial 
the mercury is 1} however administered The patient 
combination with an organic group benefits, both from a painless injection an 
plus another compound— sodium thio- because less frequent bladder emptying 
glycollate, which has a marked detoxi especially at night, permits much-needed 
cating action on the mercury The rest and imposes less strain 

volume of urime excreted is mainly deter 

Thiomerin ’ is indicated in 

mined by the size and frequency of the 

injections. Intravenous injections merely 

speed up the process by a few hours but 

have no eflect on the final weight loss 


PACKING 

Thiomerin’ diuresis induced by sub 14 G, to whicl 
Injex BP w 

cutaneous injection (0.5 to 2 cc) is gentle, the 


equivalent 


*THIOMERIN’ 


SODIUM 


Wyeth 


JOHN WYETH & BROTHER LTD CLIFTON HOUSE FUSTON ROAD. NW, 
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‘No need to be afraid... 


Modern analgesia has enabled the obstetrician to give much-needed confidence to 
the nervous primipara. In the antenatal clinic, an introduction to the simple and 
effective apparatus which she will use, can assist greatly in allying the fear of pain. 

Today, the outstanding value of * Trilene* in labour is widely recognised. A 
pleasant and efficient means of producing deep and constant analgesia, it is safe 
for both mother and infant, and is administered in various types of compact and 
portable inhaler. There are no contra-indications, and recovery is rapid with no 
unpleasant after-effects. The advantages of * Trilene ’ analgesia ensure the ready 
co-operation of the patient. 


‘TRILENE 


prermes in atetaten 


Literature and further information available, on request, from your nearest 1 C1. Sales Office 
London, Bristol, Birmingham, Manchester, Glasgow, Edinburgh, Beifast and Dublin. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
A subsidiary company of Imperial Chemical Industries Limited Wilmslow, Manchester 
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Wind, rain, frost, fog and snow, and along come 

the winter chest complaints, with the attendant cough 
and sneezes. Then BENYLIN EXPECTORANT is of 
special value. It alleviates stuffiness and gives welcome 
relief from the irritation of bronchitis, laryngitis 

and other respiratory troubles. Prepared as a 

pleasant raspberry flavoured syrup, Benylin 


Expectorant ts suitable for children and adults. 


in bottles of 4, 16 and 80 fluid ounces. (Sch. 4) 


EXPECTORANT 


Parke, Davis « 
HOUNSLOW. MID t 


Telephone. H slow 236 


Ex 


.t*& 
- 

° >" 

‘|: - 
: . 
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In BURNS and other wounds... 


... from 
first aid 

to 

skin grafting 


4 


*Furacin’ Soluble Dressing and Solution possess the 

following important advantages 1. They are active 
against a wide range of both gram-negative and gram-positive organisms 
2. Bacterial drug-resistance to them has not been reported. 5, Their use does 
not delay healing. 4, They do not interfere with the ‘ take’ of skin-graft 


In the exposure treatment of burns, ‘ Furacin’ Solution may be sprayed 


on to the lesion, forming a transparent antibacterial | 


SOLUBLE DRESSING AND SOLUTION 
A new antibacterial specifically for topical application 


MENLEY & JAMES, LIMITED, 
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BUTAZOLIDIN 


now an 
established 
thera py 


for the treatment of a wide range 
of rheumatic diseases 


RHEUMATOID ARTHRITIS 
MUSCULAR RHEUMATISM 

* NEURITIS AND NEURALGIAS 
FIBROSITIS 
BURSITIS 

* GOUT 

* OSTEOARTHRITIS 
ANKYLOSING SPONDYLITIS 

* OSTEOPOROSIS OF THE SPINE 
PROLAPSED INTERVERTEBRAL DIs¢ 


It has produced improvement which has been 
impressive and at times dramatic The results 
are superior to those obtained with any 

A POWERFUL ANTIRHEUMATIC form of therapy at our disposal 
Striking relief. in all forms of rheumatic disease 
ANALGESIC - ANTIPYRETHC develops 24-36 hours after oral treatment has 
(NTI - INFLAMMATORY begun Butazolidin, as the first speciticall 


antirheumatic drug. marks a new a 


fable on request the rapeutics 


Prescribable on N.H.LS. Form E.CA10. 


Tablets: 200 mg.. containers of 20, 50, 100 and 500 
Ampoules: 1,000 mg.. in 5 ¢.c., boxes of 5 and 30. 


RATORIES GEIGY 





Ter 
TER 


1E 
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\ X for your 
\) 


- a lige — 
* ie 
‘pregnant patients 
Y 


with nausea and vomiting 


Nidoxital 


gives rapid and prolonged relief 


and prophylactic contro 


For full-range therapeuti« 
Nidoxital provides five 


of the complex problem 
effective agents 
Benrocaine —to diminish gastric excitability 
Ni { iti "] Nicotinamide —to reduce excessive peristalsis 
nm bottle Pentobarbita! sodiurn —to depress central excitability 
of 0 and 100 capsu 
of 12, 20a 00 capsules di-Methionine—to support normal! liver function 
J capsules are usually sufficient 
“espns sti vi Pyridoxine—for fatty acid and protein metabolism 
maintenance of nerve function and erythroporesis 
dosage One caps 
nutes before meals in th 
reased to 2 to 3 


exceptiona 


LITERATURE 


Ortho Pharmaceutical Limited 
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In the Attack of Migraine.... 





FEMERGIN 


is a most effective form of treatment when 
given early in the attack. Injeet 4 ml. 
(0.25 mg.) intramuscularly or administer 
2 tablets (2 mg.) sublingually as soon as 
prodromal symptoms occur. If necessary. 


this dosage may be repeated after half an 


hour. 


Other indications of Femergin include: 
* Herpes zoster 
* Peptic aleer 
* Post-partum haemorrhage 


Literature and samples available on request 


: \ 
ANDOZ 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1. 
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‘Eskamel’ 


FORMULA: R rcinal 2 
na stat greasc-tiree fi 


VED IN 1-OZ TUBES 


MENLEY & ItAMES, LTD LDHARBOUR LANE 


EMP 122 


Ihe really * spotty” tace 
can alter the whole hie 
of the adolescent, causing 

feclings of inadequacy and 
social maladjustment 

Acne therapy therefore should 
be assessed not only on the 
physical manifestations 
of the patient but also 
on the psychological repercussions 
that may persist throughout Ife 
*Eskamel’ aims at relieving both 
the physical manifestations of acne 

and their psychological sequelae 
it brings about improvement 
in a matter of days, and 
because it is delicately flesh 
tinted it harmonizes so well 
with the skin that it provides 
an impercepuble mask 
for unsightly lesions 
‘Eskamel’ therefore provides 
material physical and 
psychological reliet from 
disfiguring acne. 


FOR ACNE 


LONDON 
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New porous Elastoplast 





THIS IMPROVED ELASTOPLAST Is NOW 
BEING SUPPLIED TO HOSPITALS 


nm, wh 

beneath fully spre 
permitting free ¢ 
minimizing epidermal kKerat 
luced by the st 

hesive. Porous Ela 
ipplied to hospit 
creases, it will be 
profession as a whole. Price 


as the norma! spread Elastoplast ba 


Points about Porous Elastoplast 
t Poro thro t whole rhace 


For further details write to the Medical Division of T. J. Smith & Nephew Ltd., Hull 


Klastoplast 


POROUS ADHESIVE BANDAGES 


OUTSIDE THE BRITISH COMMONWEALTH, ELASTOPLAST IS KNOWN AS TENSOPLAST 








Graph showing the 
buffering action of 
*Aluphos’ compared wif 
other common antacids 
assuming that the 
equivalent of 100 mi 
N/10 acid are present. 





In the PEPTIC ULCER PATIENT 

where hyperacidity must be controlled, 
Cluphos provides effective pain relief 
but cannot wtoduce aced tebound 





Cuphos (ALUMINIUM PHOSPHATE GEL) 


the new, non-constipating antacid 


a 


- Benger Laboratories \ 


BENCER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE ENGLAN 
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RESPIRATORY CENTRE 
FAILURE 


PULMONARY 
OEDEMA 

and 
BRONCHOSPASM 


CARDIAC 
FAILURE 


Versatility 


in controlling the various 


complications of Heart Failure 


—/ Benger Laboratories 





Cardophylin 


BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE ENGLANI 
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987. 


solubility curve of 
Urolucosil* reaches a maxi- 


The 


mum of 98°, at pH 7. The 
product is consequently 


ideal for treatment of B.coli 
infections of the urinary tract. In such conditions high 


urinary concentration is essential: during Urolucosil 
therapy, therefore, only the minimum amount of fluid 
should be taken. This would appear to be directly con- 
trary to normal practice with sulphonamides, but the 
high solubility combined with a low percentage of 
acetyl derivatives in Urolucosil ensures that a dose so 
small as 0-1G. Urolucosil four-hourly will give a urinary 
concentration as high as 20 mg. per 100 c.c.—a 
concentration more than adequate for sterilization of 
the urine. The smallness of the dose and the low 
acetylation rate combine with the high solubility to 
make the risk of side-effects negligible with U relucosil. 


. 
Urolucosil is a PA, Sl on. 
subject to purchase tax, and can only be used U r 0 lu C oks ] 
on prescription, Urolucosil is supplied to g bn ly ell 
the chemist in bottles containing 25 and 250 ; > 2 tn 
tablets, price of the - bas an8y" sdb * 


bottle of 250 to the 
chemist being 21s. Bd. net 








NO WARNER PREPARATION HAS EVER BEEN ADVERTISED 


TO THI PUBLIC 
William R WARNER and .. Ltd Power Road,Lonaon A/F 
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FOR THE RELIEF OF 
mental and 
emotional 
distress 


In the management of overt or concealed mental 
and emotional distress tactful reassurance 

often needs to be reinforced by practical 
measures, and the administration of 

*Drinamyl’ is often very helpful because 

it induces a sense of 


tranquillity and cheerfulness. 





Frequently this interlude of inner calm 
enables the patient to take a more 
reasoned view of his difficulties and 
thus to break the web of anxiety 


in which he has become entangled. 











DEON EMIT’ 


ot containers of 


* Drinamyl’ ts 


a balanced combination f so tablets 





*Dexedrine’ and amylobarbitone Each tablet contains 5 mg. dextr 


amphetamine sulphate (‘Dexedrine’ 


ind 372 mg. (gr. 4) amylobarbitone 
MENLEY & JAMES, LIMITED, COLOHARBOUR LANE, LONDON, S.E.5 


for Smith Kline & French International € 


wner of the trade marks * Drinamyl’ and ‘ Dexedrine’ 


DLP23 
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., Prolonged 


1. 


Local 


Anaesthesia 


A single injection of Efocaine PRODUCES CON- 
TINUOUS LOCAL ANAESTHESIA AVERAGING 6-12 
DAYS IN DURATION but frequently even longer 
i his important advance in the scientific control 
of pain ts of particular significance in the post- 
operative period. A long-lasting depot anaes- 
thetic is now available which does not rely on 
the use of oil, vaso-constrictor agents or gelatin 
as a retarding vehicle. Efocaine can be injected 
either deeply subcutaneously or intramuscu- 
larly and it does not interfere with wound heal- 
ing. It is of particular interest in rectal surgery. 


EFOCAINE 


Available in 15 mi. vials 





THE CROOKES LABORATORIES LIMITED PARK ROYAI LONDON 
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“ ® (PHENOCTIDE) 
B-p-tert. octylphenoxyethy! diethyl benzyl 


Regd. Trade Mark @™monium chloride 











An Active Bacteriostatic Detergent 
A new quaternary ammonium compound possessing high bacteriostatic and 
detergent activity, with the following advantages: 
@ A pure white crystalline powder. @ Contains no toxic metal. 
@ Readily soluble in water or 50°, @ Solutions of 0.5°, for general use 
alcohol. @ Non-irritant. 


@ Forms water-white solutions @ Bacteriostatic against Ps. Pyocvaneus at 
@ Possesses fungistatic activity a maximum dilution of 1-400. 


INDICATIONS: —Sterilisation of skin and hands. Cleansing and disinfection 
of wounds and burns. Pre-operative skin sterilisation. In Obstetrics, Gyne- 
cology and Dermatology. ies 
wt My e 
Packed in 2 kilo, 500 and 50 gramme containers. 


Literature and samples on request 





“pre-operative” 


w —skin sterilisation 


Penotrane Tincture is a new highly penetrative 
bactericide and mycoticide unimpaired by pus, 
serum and tissue debris. It builds up high 
concentrations in subdermal tissues in and 
around the hair follicles. Consisting of a 
0.1 per cent. solution of the phenylmercuric 
salt of dinaphthylmethane disulphonic acid 
in an aqueous-alcoholic vehicle, it is an ideal 
antiseptic dressing and a marked advance in 
Tests on rabbit muscle showing deep muscle pre-operative skin sterilisation. Applied 

penetration of Penotrane 

Small squares—1 sq. mun undiluted by swab contains a colouring agent 
removable by soap and water. 

LITERATURE ON REGUEST 





tineture 


in bottles of 500 and 2000 c.c. 


WARD, BLENKINSOP & CO. LTD. 


6 HENRIETTA PLACE, LONDON, W.1 
Telephone ; LANgham 3185 Telegrams : Duochem, Wesdo, London 
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In Essential Hypertension 


STOLIC™ revuces BLoop PRESSURE 


*STOLIC’ benefits hypertensive patients in three ways 
1. Mannitol hexanitrate causes marked gradual vasodilation 
by relaxing the smooth muscle of the arterial system 

2. ‘Delvinal’ allays apprehension, and tends to reduce 
fluctuations of blood pressure due to emotional causes 
3. Rutin beneficially influences the incidence of cerebral or 
retinal hemorrhage by its effect on capillary fragility 


There are two pre 


*STOLIC’ formula: 


*STOLIC’ Forte formula: 


© ‘Stolic’ is a trace mark 


STOLIC’ and ‘STOLIC’ FORTE are supplied in bortk 


Descriptive literature and sample gladly supplied on request 


SHARP & DOHME LTD., HODDESDON, HERTS 
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HEPARIN 


A NEW HIGH STANDARD OF QUALITY 


EXTENSIVE and prolonged research in the laboratories of Boots Pure 
Drug Co. Ltd. has resulted in an even purer form of Heparin. 

This new Heparin gives a colourless solution and, as with 
crystalline Penicillin, the evolution of a more potent substance, free 
from extraneous colouring matter, yields a product which is even 
less likely to produce undesirable reactions. 

White Heparin is available at no greater cost. To ensure receiving 
this new material, 


SPECIFY HEPARIN—BOOTS 


Freely available as: INJECTION: § mil. rubber- 
capped vials of 25,000, :;,000 or 1,000 I.U. per mil. 
POWDER: Vials of 100,000 or 20,000 I.U. 


BOOTS PURE DRUG CO LTD NOTTINGHAM ENGLAND See 


STS 
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The Original and 


Standard Emulsion 


of Petroleum 


Angier’s Emulsion is made with petroleum 
specially purified for internal use. It is the 
original petroleum emulsion the result of 
many years of careful research and experiment. 
There is a vast amount of evidence of the most 
positive character proving the efficacy of 
Angier’s in sub-acute and chronic bronchitis. 
It not only relieves the cough, facilitates expect- 
oration, but it likewise improves nutrition and 
effectually overcomes the constitutional debility 
so frequently associated with these cases, 
Bronchial patients are nearly always pleased 
with this emulsion, and often comment upon 


its soothing, “‘ comforting ”’ effects. 


Angier’s Emulsion 


THE ANGIER CHEMICAL COMPANY LIMITED, 8, CLEREBNWELL BOAD, LOSDOS, 8.0.1. 
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GLANOID 





Tryptar 


PURIFIED CRYSTALLINE TRYPSIN 


For Physiologic Debridement of 
Necrotic Tissue, Thoracic 
Empyema, Burn Eschars, Infect- 


ed Surface Lesions. 


Evidence is Accumulating from 
Clinical Trials Confirming the 
Value of Tryptar in these con- 
ditions. 

e 


AVAILABLE TO HOSPITALS ONLY 


Write for Literature to 


THE ARMOUR LABORATORIES 
LINDSEY STREET, LONDON, E.C.1 


Telephone : CLERKENWELL 90/1! 
ARMOSATA-PHONE”™ L/)NDON 


Telegrams 
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When 
cilamin A \ 


is indicated 





Ro-A-Vit’ synthetic vitamin A, issued as tablets each containing 50,000 
international units, is a potent and reliable preparation which can be used 
whenever vitamin A treatment is necessary. 

\ product of the Roche research organisation, it is the first synthesis of 
vitamin A to be carried out on a commercial scale. By prescribing‘ Ro-A-Vit’ 


physicians can be assured that their patients will receive reliable vitamin A 





treatment without the accompaniment of fish oils and their attendant sick 


eflects. ie 


INDICATIONS FOR VITAMIN A . @ 
Prophylactic treatment of frequent recurrent . 
respiratory tract infections particularly in ()- - IT 
children 4 


Nyctalopia, xerophthalmia, keratomalacia BRAND TRADE MAKA 
Phrynoderma, ichthyosis, pityriasis rubra pilaris, acne 


vulgaris, kraurosis vulv@ SYNTHETIC VITAMIN A 
Atrophic rhinitis Oz@na 

. PACKINGS Ro-A-Vit’ tablets 
ROCHE PRODUCTS LIMITED 


$0,000 i.u. in packings of 30 and 20% 
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The surest —the safest 
FOR 


Nasal Decongestion | 


Only ‘Neophryn’ combines powerful action—(equal | to 3°,, ephedrine)—-with 
low toxicity 

In animals and in man ‘Neophryn’ ts the least toxic common vaso-constrictor 
drug. It will effectively relieve nasal congestion without producing tachycardia 
central nervous stimulation, or secondary congestion. Because *Neophryn’ is so 
safe it is very suitable for infants and children 


‘Neophryn’ is intended solely as a decongestant and for this reason has no 


antiseptic or other medicament added to tt 


NASAL DROPS Trade Mark 


Manufactured in England by 


[SAR PRODUCTS LTD., AFRICA HOUSE, KINGSWAY, LONDON, W.C.2 
Winthrop Products Ltd., Londo 


Associated export company 
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The Convalescent... 


Post-influenzal depression robs the convalescent of that enthusiasm for 
his own recovery which could eontribute so much to its speedy accomplishment. 


For many years doctors have availed themselves of the singular potency 
of ‘ Neuro Phosphates’ in making their patients ‘ feel better ’—they feel better 
their spirits rise and with them a new urge to regain health. The 
palatability of ‘ Neuro Phosphates’ has been assiduously studied 
so that this tonic is of particular value for the ‘ difficult’ patient 


Recommended dosage : Two teaspoonfuls, with water, t.i.d, before meals 


‘uo ‘Neure Phosphates’ ....... 


+ + -en 


because it works so well 


prescribed so widely 


MENLEY &@ JAMES, LIMITED, COLDHARBOUR LANE LONDON 
na Jr fernationai tA ner mare Ne a? Pnate 


for Smith Kiine & Kren 
NPI} 
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Relieving 
the bronchial tree 
in asthma 


* ASMAC’ Tablets are formularized to 

provide symptomatic relief of the bron- 
chial tree both during actual dyspnoeic attacks 
of bronchial asthma, and during remissions 


* Asmac ’ Tablets combine in a single prescrip- 
tion ‘ official’ drugs recognized for their 
reliability to effect mental sedation, decon- 
gestion, expectoration and bronchodilatation 


PRESENTATION 
Tubes of 20 Tablets (P.T. exempt for dis- 
pensing); Packs of 100, 500, and 1,000 for 
Hospitals. 


A. WANDER LIMITED 
42 Upper Grosvenor Street, Grosvenor 
Square, London W.1. 


Formula (each Tablet): 


0.03 gm. (0.49 grain 
0.02 mi. (0.34 minm 
0.01§ gm 0.23 grain 
0.10 gm. (1.54 grains 

1§ gm. (2.31 grains 


Allobarbitone B.P.¢ 

Liquid extract of Ipecacuanha B P 
Ephedrine Hydrochloride B.P 

Caffeine B.P 

(Theophylline with Ethylenediamine B.P 


Pr, S1, S4. Permissible on N H.S. scripts 
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VIMALTOL 


A VITAMIN FOOD SUPPLEMENT OF 
WIDE APPLICATION 





TIMALTOL’ is a delicious vitamin food | 
concentrate of value to infants, children and 
adults. Its formula has been developed in the 
* Ovaltine ’ Research Laboratories in the light of 
prolonged investigations by scientific experts in the 
field of dietetics. The malt extract, yeast, halibut 
liver oil, vitamins and iron in * Vimaltol’ are 
presented in a palatable and easily digestible form, 
which is taken readily over long periods 


When the quantity of vitamins supplicd by the 
diet is known or suspected to be insufficient, 
‘Vimaltol’ will provide some of the essential 
accessory factors to help to render the diet 
balanced and adequate. 


Vimaltol’ is widely recommended as a dictary 
adiunct of use towards mecting the higher | 
metabolic requirements of growing children. 


Each ounce contains: 1420 i.u. of Vitamin A, 
710 1.u. of Vitamin D, 0.35 mg. of Vitamin B,, 
0.2 mg. of Vitamin B, (Riboflavin), 2.8 mg. of 
Niacin (P.P. Vitamin) and 3.3 mg. of Iron in a 
readily assimilable form 





1 Product of the + Ovattine’ 
Research Laboratories 


cal samples on physicians’ request 
0 the Medical Department 


A. WANDER LTD., 
42 Upper Grosvenor Street, 
Grosvenor Square, 
London W.1I. 
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The case of 
MRS. Y 
is not unique 


The problem of dietary discipline 


Dietary treatment, desirable in simple obesity, is essential in conditions aggra- 
vated by excess body-weight. Where the patient finds it impossible to follow a 
controlled diet, ‘ Tabloid’ *‘ Methedrine’ is of proven worth, Its use results in 
an effective diminution of appetite, and by elevating the mood makes the 
patient more willing to accept the prescribed dietary restrictions. 


IABLOID 


‘METH EDRINE?’ 


al BURROUGHS WELLCOME & CO. rhe tieticome Foundation Lid.) LONDON 
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FERRAPLEX B 


Cu / 








NATURAL VITAMIN > 


ee VITAMIN 


COMPLEX 





=. 


IN ONE TABLET 
ADVANTAGES COMPOSITION 


* PERRAPLEX B by combining The Prerage daily dose of six 
adequate iron dosage with standardised FeRRAPLEX B tablets contains 
Vilamin content provides a com- FERROUS SULPHATI 1 gramme 
mr ‘e in j . | t 
prehensive and eflicient hamatinic amine ) : 
: COPPER CARBONATI ~ Me 

compound for routine use, particularly ASCORBIC ACID (Vitan 50 mg 
in pregnant and under-nourished 

= ne tne a “NATURAL VITAMIN B 

~ ? 4 new I I wen ’ = 
women, in adolesce 1 haemori COMPLEX 2 grammes 


hagic conditions and in e debility of 


advancing age including 

Aneurine hydrochlor. (By) 3 me 
Riboflavine (By) 6 mez 
Nicotinaninade WwW me 
Pantothenk wid 480 “ag 
Pyridoxine (By) 160 “eg 


ind folk acid choline, imeositol, 


* In recent years it has been shown 
that simultaneous administration of 
vilamin C and the B complex group 
together with iron gives much better 
results in hypochromic anwmias. The 
natural vitamin B complex used in 
biotin, para-aminobenzoic acid and 


FeRRAPLEX Bis a concentrate prepared 
turall occurring factors of 


from brewers ye n 
tamin B compl 





* The comprehensive one tablet 





AND PRICE 
formula the pandardised itamin . 
potency and the reasonable price ol FIRRAPIEXB 
PrrRarPLex B entirely conform with 


current econo: quirement 


FERRAPLEX B 


C.L. BENCARD LTD 


GREAT WEST ROAD - BRENTFORD - MIDDLESEX 
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THE MONTH 


‘HE increasing mechanization (and thuggery, as Mr. Belsey points out) of 
the present age lends enhanced importance to traumatic surgery in civilian 
life. ‘The advent of chemotherapy, new methods of 

The anasthesia, and increased understanding of the importance 
Symposium of blood transfusion have provided the surgeons with 
opportunities for developing new procedures, of which they 

have been quick to take advantage. ‘Thus, in the treatment of injuries of the 
abdomen, chest and pelvis, operative procedures can now be undertaken 
which would have been undreamt of twenty years ago, and which have 
altered radically, for the better, the prognosis in the more severe types of 
injury. On the other hand, in many cases the ultimate prognosis is primarily 
dependent upon the initial treatment, 1.e., the treatment given immediately 
after the accident and during transport to hospital. It is here that the general 
practitioner plays the predominant part, and it is this aspect of the problem 
which is stressed by all the contributors to this month’s symposium on 
‘traumatic surgery’. Which cases can be treated at home and which should 
be sent to hospital? What treatment should be carried out before removal to 
hospital? What are the contraindications to immediate removal by ambulance 
over a long distance? When ts it preferable to admit a patient temporarily 
to the nearest hospital, pending transfer to a major hospital with all the 
requisite specialist facilities required to deal with major accidents? ‘These 
are some of the practical questions which are answered in the symposium. 


‘Tue College has made an auspicious start. By the middle of January overt 
1000 foundation members had been enrolled. It has been announced that 
Dr. G. F. Abercrombie of London has been elected Chair- 

College of man of the Foundation Council, with Dr. F. M. Rose as 

General Deputy Chairman and Dr. John Hunt as Honorary 
Practitioners Secretary. ‘he stage is therefore set for that steady increase 
in foundation members which will transform the vision of 

the Steering Committee into a living organization. 

Between now and the autumn, when the foundation members will meet 
to elect the first President and Council of their College, the Foundation 
Council will have much spade work to do. One of the main objects of the 
College is to assist in the training of final year students in the principles and 
technique of general practice; a list of practitioners in the various regions 
who are interested in this type of teaching is being prepared. Another 
object is to encourage postgraduate instruction ; practitioners are being asked 
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to help in organization and instruction, and to make suggestions as to the 
form these might take in their district. ‘The encouragement of research by 
general practitioners is yet another important aspect of the work of the Col- 
lege, and plans are in hand for the organization of group research, and for 
proposing an ‘Investigation of the Year for General Practitioners’ which 
shall be put in hand when the College assumes its permanent form in 
October, 1953. 

The success of the College is now in the hands of the general practitioners 
of the country. Here is their opportunity to demonstrate to the country, and 
to their specialist colleagues, that professional ideals are as important to 
them as conditions of service and that they see in the new College the 
opportunity for maintaining and enhancing those standards of service to 
the community. Indeed, it is scarcely going too far to say that general 
practitioners are now to be judged by the success which attends the efforts 
of the College. As the Manchester Guardian has pointed out, the College 
has had ‘a friendly but rather wary reception’ by the Press. ‘Typical of this 
is the comment of the Economist: ‘It would perhaps be as well, therefore, 
if the College began modestly, developing in accordance with the support 
it receives’. Actually this is the policy which the founders have followed 
from the beginning, and it is undoubtedly the correct one. ‘The College 
requires no frills or grandiose publicity. It is not something which is being 
foisted upon an unwilling professional public. It has been created to meet 
a long-felt want— ‘to give a lead to general practice’ and, as the Manchester 
Guardian points out, ‘there is certainly room for such a leadership’. If the 


practitioners rally round the College now its success will be assured, and 
the day will not be far distant when the pick of our medical schools will be 
finding in general practice, and not in specialization, that outlet for their 
skill, ingenuity and ideals of service, which every good doctor requires if he 


is to do justice to his job. 


THe future of medicine in this country is now so closely linked with the 
fate of what is glibly described as ‘the Welfare State’ that the medical pro- 
fession has a special interest in the subject. In a Public University 

The Lecture delivered in Edinburgh last year, and now published in 
Welfare the University of Edinburgh Journal (1952, 16, 146), Sir Alexander 
State Gray, Professor of Political Economy in the University of 
Edinburgh, discusses certain aspects of the subject which are too 

often ignored. He points out that the end-result of the Welfare State is that 
‘from the age of minus-nine-months until you draw the benefit for your 
tombstone, the machine, over one counter or another, professes to give you 
enough. ‘The State does not yet provide a wife or a husband (perhaps, in 
the light ot population statistics, a more difficult task). It is about the only 
field left for unrestricted private enterprise’. It must never be forgotten that 
the State can give only what its citizens produce. ‘Social insurance of itself 
can never create prosperity; if it undermines the impulse to effort, it may 
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diminish the total wealth and ultimately be unable to redeem its pledges’. 
This is why the Welfare State ‘must rest on compulsion to a greater extent 
than we have so far had the honesty to admit. The State cannot give, unless 
it has the power to exact’. As an example of the potential danger he quotes 
the example of universal education: ‘When the State, directly or indirectly, 
accepts the full responsibility of meeting the costs of teaching . . . it will be 
faced, sooner or later, with a problem which it cannot shirk, and it will find 
itself compelled to control the inflow and outflow’. The effect of such State 
intervention in University education may well have catastrophic effects upon 
the freedom and independence of all the professions, including medicine 
His final summing up, coming as it does from one who is as renowned for 
his international standing as he is for his objectivity, is deserving of most 
careful consideration by all who are interested in the future of professional 
freedom: ‘I suggest to you, hesitatingly and for your consideration, that the 
Welfare State, in its unbounded benevolence, may find itself driven to a 
degree of regimentation and control which would make it in essence a 


government at least mildly totalitarian in character’. 


‘THERE is an old adage that a padre sees a man at his best, a lawyer sees him 
at his worst, whilst a doctor sees him as he really is. Like all old adages there 
is much truth in this description of mankind, and certainly there 

‘Noble is no doubt that the reaction to illness is one of the most accurate 

Living’ touchstones of character. Some of the noblest examples of the 

heights to which human nature can rise are the supreme conquests 

over disease which are achieved by so many of our patients. Every prac- 
titioner has his own examples of this victory of mind over body. During the 


last few years the Lancet has published a series of autobiographical articles 


by patients telling how they have overcome their physical (and mental) 


disabilities and, in spite of them, have managed to evolve a modus vivendt 
which permits them to live full, active and happy lives. These articles have 
now been brought together in one volume.* Fifty-five patients contribute 
to the volume, and their disabilities cover practically the whole gamut of 
human disability, including blindness, deafness, cerebral palsy, epilepsy, 
ileostomy, double forearm amputation, and osteogenesis Impertec ta. Mental 
and psychological disabilities are represented by anxiety neurosis, ob 
sessional neurosis, manic-depressive psychosis, and stammering, and there 
are also chapters on homosexuality and alcoholism 

This is a unique book in medical literature. ‘To use an expressive 
Americanism, it ‘highlights’ the almost unlimited reserves of resiliency, high 
courage and determination which are to be found in human nature. Here is 
no self-pity or priggishness. All the contributors confess frankly to the 
shock—-varying in its intensity——with which they realized that never again 
would they be as other men or women. All describe factually and without 
any dramatization the process whereby they adjusted themselves to their 


* Disabilities’. London: The Lancet Limited, 1952. Price tos. 6d 
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disabilities, and, most impressive of all, there is not one who has failed to 
make the requisite adjustment. Naturally, some have more regrets than 
others at what they are losing, but all have won through triumphantly. 
There is, for instance, the young man of twenty-nine crippled with ankylos- 
ing spondylitis of fifteen years’ duration: ‘Spondylitis is not a bad disease, 
as diseases go. It is clean, it is not deforming, and once the joints are 
ankylosed they are pain-free’. ‘The book has a practical as well as a general 
interest, in that it is filled with practical hints as to how to overcome the 
disabilities of the various diseases which are described. ‘These will prove 
most valuable, not only to practitioners, but also to other victims of these 
diseases. ‘The superscription to the book might well have been the words 
of Robert Greene, the 16th century poet: 


A noble mind disdains to hide his head, 
And let his foes triumph in his overthrow 


Court proceedings for claims for damages for personal injuries tend to ex- 
ploit to an unpleasant degree the inevitable ditference of medical opinion 
that usually exists concerning the precise nature and extent of the 

When disability from which the plaintiff claims to suffer. As an 
Doctors American judge has put it: ‘a plaintiff's doctor may tend to 
Differ describe his patient as just about killed while the defendant 
produces a doctor who hardly finds scratches’. In order to pre- 

vent this sort of thing happening an interesting experiment has just been 
initiated in the Supreme Court in New York County. According to the 
New York Times, the New York Academy of Medicine and the New York 
County Medical Society have appointed a panel of sixty to seventy experts 
in various branches of medicine. When a Supreme Court Judge finds that 
the medical claims differ widely he will assign an expert from the panel to 
examine the plaintiff. ‘The expert’s report will be presented to the court and 
to the lawyers on both sides, and, if necessary, the expert will be subject to 
call at the trial. Not only will such a report be of value in clarifying the case 
for both judge and jury but, in addition, it is hoped that the plan will ‘have 
a psychological and prophylactic etfect in inducing medical experts for both 
sides to moderate their claims, since they might be reviewed by an out- 
standing authority in their own field’. ‘This experiment, which is to run for 
a vear and is being financed by grants from the Alfred P. Sloan Foundation 
and the Ford Motor Company Fund, will be watched with great interest by 
both jurists and doctors in this country. Whilst any action that might 
interfere with the liberty of plaintiff or defendant in calling such evidence 
as he or she may consider necessary must be scrutinized with the utmost 


care, there is little doubt that much more could be done either to settle this 


type of case out of court or to ensure that, if it should come to trial, both 
judge and jury should be presented with an authoritative and impartial 
account of the plaintiff's injuries, their relationship to the alleged accident 
and their probable effect upon the plaintiff's expectation of life and earning 
capacity. 





THE TREATMENT OF BURNS 
By A. B. WALLACE, M.B., M.Se., F.R.C.S.Eb. 


Reader in Plastic Surgery, University of Edinburgh 


DURING the past eight years over six hundred articles have been published 
on the physiology and pathology of burns. The inference, fully justified, ts 
that the pathology following burning is both varied and discursive. Sound 
treatment must be based on an accurate appreciation of the pathological 
picture which, following burns, is both local and general. ‘The local picture 

and to some extent the general-—depends upon the age of the patient, the 


part involved and the causal agent. With so many factors involv ed, forms of 


treatment must of necessity vary. Too 
many attempts have been made to 
offer one method as a solution to the 
burn problem, and to my mind this 


attitude can never be justified 


CLASSIFICATION 
Burns are classified by extent and by 
depth. Various tables have been de- 
vised to help in the estimation of the 
surface extent of burns, the most 
accurate being those of Lund and 
Browder (1944). For emergency work 
the ‘Rules of Nine’ (fig. 1) have been 


evolved: the head and each of the 


upper extremities are g per cent ot RULES 
the total body surface; the front of the OF NINE 


trunk, the back of the trunk and each 
of the lower extremities are 18 pet o oe Pe 
cent. Since the degree of oligamic shock 
is proportional to the extent of the burn, a reasonably accurate estimation 
of the burnt area is useful when fluid requirements are to be worked 
out 

For the classification of burns by depth the most simple ts the division 
into superficial and deep. Superficial implies involvement but not destruc 
tion of skin; deep implies that at some point in the burnt area there has 


been whole-thickness loss of skin 


EARLY PATHOLOGY 
As a result of the burn injury the permeability of the affected capillary 
membrane is increased and there passes into the tissues a proteim-rich 


February 1953. Vol. 170 (109) 
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filtrate. CEdema may increase until it is eventually limited by the very 
pressure of the tissue fluids and by the resistance of the covering skin. 
(Edema reaches its peak around forty-eight hours after a burn, with reduc- 
tion in filtration from the capillaries as a result of recovery of their lining 


membrane. There follows a period of fluid reabsorption and steady diminu- 





Electrolyte Electrolyte 
Solution Plasma Age Solution 
(ml.) (ml.) (ml.) 


Plasma 
(ml.) 


104 104 


8 40 Adult 110 110 








‘Total volume over first 48-hour period per 1 per cent. surface burn 
4 volume given o 8 hours 
} volume given 9—24 hours 
4 volume given 25—48 hours 


TABLE 1.—Replacement fluid requirements over first 48 hours for patient 
with burns up to 30 per cent. surface area 
tion of edema. This phase is most marked on the third day of the burn 
(Edema formation can be influenced bv cold and by posture. Posture is well 
recognized to influence blood flow, but has seldom been mentioned in in- 
structions for the first-aid treatment of burns of the extremities, and burn 
«edema might well be considerably reduced following prompt early action. 

Pressure dressings have been claimed to influence adema formation, but 
I am not in entire agreement with this view and advise caution. As to the 
nature of the fluid loss, the electrolyte pattern is that of plasma or extra- 
cellular fluid. Compared with tissue fluid it has a greater concentration of 
protein, although less than that of plasma. 

Following the receipt of a burn there is a slight rise in the protein con 
centration of the plasma which creates an elevated colloid osmotic pressure 
Fluid is then absorbed from the unburnt tissues into the blood stream, 
leading to a dilute plasma and a rise of colloid protein in the interstitial 
fluid. Water is drawn in turn from the tissue cells into the extracellular 
space. This leads to permanent damage of the renal and hepatic cells 
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rREATMENT IN HOSPITAI 
Replacement therapy._-ln fluid repiacement therapy for superficial burns, 
plasma and saline are administered in equal proportions. In a burn 


sufficiently deep to coagulate the dermal capillaries, the red cells are des- 
troyed. In an extensive deep burn this whole blood loss may account tor as 
much as 40 per cent. of the total volume deficit (Evans and Biggar, 1945) 

For fluid replacement therapy, a patient with a deep burn, or a superficial 
burn of over 25 per cent. surface area, requires a transfusion of fresh whole 
blood. The danger to life in an extensively burnt patient is from tissue 
anoxia, and its prevention lies in early and adequate transfusion of whole 
blood. A delay of one hour in transfer to hospital could be responsible for 
the death of the patient. Further, the administration of whole blood sub- 
stantially delays and limits the characteristic anemia which occurs during 
the first week. 

To sum up, the proportional intravenous fluid requirements are 

In a superficial burn -plasma 1, saline 1. 

In a deep burn —-blood 2, plasma 1, saline 1 

In all patients, in addition to the replacement fluid given, the daily 
metabolic requirement, that is, the fluid normally taken to maintain renal 
output, must be met in full by giving the required amount of fluid for the 
age-group. A functioning kidney is the best regulator of blood chemistry, 
and the aim in fluid therapy is the restoration of function to the natural 
regulating mechanism by prompt and adequate restoration of the circulating 
blood volume 

Fluid loss continues over the first forty-eight hours from the time of 
burning and can be divided into three periods: (1) o to 8 hours; (2) g to 24 
hours; and (3) 25 to 48 hours. The loss ts greatest over the first period 

In replacement therapy two routes for fluid administration are employed 
oral and intravenous, The oral route is chosen in all patients with burns up 
to 10 per cent. of the surface area. ‘he daily metabolic fluid requirements 
are given by mouth in all patients. The intravenous route is chosen in all 
patients with deep burns and with superficial burns of over 10 per cent 
surface area involvement. ‘he volume is proportional to the age and weight 
of the patient and to the percentage area involved 

To estimate the fluid required, tables have been evolved of dosage, for 
different ages, on the principle that for each twenty-four hours of fluid loss 
75 ml. per 1 per cent. of area burnt is the amount for an average adult 
(7o kg.), and a little over 1 mi. per kg. body weight for a child 

If such a form of estimate were employed, however, a patient with burns 
of over 30 per cent. surface area might not be able to cope with the volume 
of fluid. ‘The extracellular body fluid averages 20 per cent. of the body 
weight, and the maximum expansion of this space compatible with safety 
is 50 per cent. ‘Thus in patients with extensive burns a weight table ts 
employed for fluid therapy, and the volume of fluid given is limited to an 
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amount equal to 10 per cent. of the body weight; by calculation from the 
surface area formula this amount would have been exceeded. The dividing 


line is a burn of about 30 per cent. of the body surface 





Wewwht Ize Weight lee Weight 
(kg.) (kyg.) 


Adult 72 





lotal volume over first 48-hour period — 10 per cent. body weight in 
ky. (equal parts colloid and electrolyte) (1 kilogram <1 litre) 
1 volume given o & hours 
} volume given 9 24 hours 
k volume given 25 45 hours 


for 


Replacement fluid requirements over first 48 hours to 


patients with burns over 30 per cent. surface area 


‘Table 1 illustrates that in the first forty-eight hours trom the time of 
burning an adult will receive 110 ml. each of plasma and saline per 1 per 
cent. of body surface. ‘The total volume is given in three equal quantities 


Vetabolu Vetabolu Vetabolu 
require pt require ve require 
ment ment 


400 





Adult 


volume is given orally if possible in hourly or half-hourly « 


orange juice, sweetened tea, etc 


ante 3.-—-Normal fluid metabolic requirements for 24 hour 


over the periods o to 8 hours, g to 24 hours, and 25 to 48 hours post-burn 


‘Table 2 indicates the average weights for various ages. When a burn 
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exceeds 30 per cent. of the body surface, an amount of fluid equivalent to 
10 per cent. of body weight is given over a forty-eight-hour period. ‘The 
calculated total is divided into thirds and, as before, given during the 
periods o to 8 hours, g to 24 hours, and 25 to 48 hours 

Table 3 gives the normal fluid metabolic requirements for all ages for 

24 hours. ‘The amounts shown are given 
by mouth in early doses as glucose drinks 
or wate! 

Table 4 records the average hourly urin- 
ary output. 

From tables 1, 2 and 3 the exact fluid 
requirement can be ascertained. Patients 
with burns of over 50 per cent. area may 
require a little more fluid than the tables 
indicate 

The tables have proved of great value 

— To avoid errors in their interpretation, 
however, an attempt was made to combine them in the form of a 
‘ready reckoner’ (fig. 2). An attempt was then made to supply the informa- 
tion in a form that could be conveniently carried in the pocket, and the 
‘pyrogram’ was evolved (fig 3). Both the ‘ready reckoner’ and the ‘pyro 
gram’ were elaborated by Mr. 'T. L. Barclay, F.R.C.S.Ep. The *pyrogram’ 
is made of perspex in envelope form, with an inner slip which slides in and 
out. The outer envelope has instructions on the front and back aspects, and 
strip windows through which figures on the inner slip can be seen. ‘The inner 
slip is pulled out to show the age or weight of the patient under treatment, 
and the following figures can be read: oral intake; intravenous requirement; 
dose of morphine; and satisfactory urine output. 

It must be emphasized that such aids to fluid therapy are essentially 
guides and safe base lines from which to work. Clinical judgment may in 
dicate that extensively burnt patients require rather more fluid. If necessary, 
morphine is given, half the estimated dose into the venous drip, and halt 
subcutaneously 
Lo al care 

While oligamic shock 1s still in a progressive state the only aspect ot 


local care given consideration ts that of adema. When possible the affected 


part shouid be elevated from the earliest possible moment when the capil 


laries are permeable 

Whenever the general condition of the patient 1s considered satisfactory, 
local treatment ts started. The injured area can be considered as a collection 
of innumerable injured surface cells with infection. ‘The aim in treatment is 
to get the burnt surface into such a condition that organisms will find 
difhiculty in proliferating and those already present can be controlled by the 


hodv's natural detence \ dry cool surtace deprives organisms of the warm 
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moist environment which they require for proliferation. Additional benefits 
are derived from ultra-violet light, posture and immobilization 
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NATURE OF FLUID TO BE GIVEN 
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Viper asia s@ars /2 OF TOTAL FOR FIRST 24 HOURS 


Fic. 2—‘Ready Reckoner’ 


























The optimal surtace of,a superficial burn is a dried plasma exudate; that 


of a deep burn is an eschar of necrotic skin. 





TREATMENT OF BURNS 


‘Two complementary forms of treatment are available: 

(1) Absorptive dressings (not pressure dressings). 

(2) Drying by exposure to the air. 

As a preliminary to either form of treatment, the patient is given an in- 
halation anasthetic and the burnt surface with the surrounding skin is 
cleansed with 1 per cent. cetrimide. Whether the burnt surface should be 
covered with a pressure dressing or be left exposed is decided by consulta- 
tion between the sister-in-charge and the surgeon. Parts best left exposed 
are face, neck, one aspect of the trunk, buttocks, genitalia, thighs and one 
upper arm. Parts best covered with absorptive dressings are circumferential 
burns of the trunk, lower leg and hands (for at least forty-eight hours). 
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Fic. 3—The ‘Pyrogram’ (front and back) 


Absorptive dressings. —'These must be absorptive. If they become saturated 
they are no longer beneficial but dangerous, in that organisms Can pass in 
readily from the outside bandages. The presence of a dressing and bandage 
does not necessarily mean the burnt surface is ‘closed’. Pressure dressings 
are not effective in limiting edema and may imperil the blood supply to 
distal parts. ‘The best material available for an absorptive dressing has not 
been finally decided. A gamgee dressing is efficient. When possible the 
first dressing is left for ten to twelve days or even longer, and when neces- 
sary a second similar dressing is applied. ‘There is great need for the pro- 
duction of proprietary absorptive dressings 

Drying by exposure.—This is essentially a treatment to be carried out in 
hospital although it is similar in principle to the absorptive dressing tech- 
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nique. Within forty-eight hours of being exposed to the air a superficial 


burnt surface is covered with a dry crust which is impermeable to all 
organisms. It is therefore essentially ‘closed’ and not ‘open’. The patient 
with a deep burn is usually admitted with a dry eschar over the injured 
surface, although there may be a gradual weeping for forty-eight to seventy- 
two hours. 

With the exposure method it is possible for organisms to grow on the 
injured surtace for forty-eight hours, but after a considerable experience | 
have never found that this is of any consequence. 


Following. cleansing the burnt surface ts exposed to the air (about 64 F. 
[18.4° C.]) of a surgical ward; the bed clothes are raised over a cage and air is 
allowed to circulate over the burnt surface. Draughts must be avoided. When 
possible the injured part is elevated and immobilized. Nursing care plays a major 
part in successful treatment, and concentrates on an intact crust or eschar 


In both forms of treatment, absorptive dressings and drying by exposure, 
penicillin is administered systemically -o.5 mega unit for the first six days 

In all burns the aim is to obtain healing within three weeks. ‘The cover 
sequence over three weeks in a superficial burn ig crust to natural skin 
‘The cover sequente over three weeks in a deep burn is eschar to grafted 
skin. In extensive deep burns, certain factors may prevent the above 
sequence, e.g., insufficient donor skin; inability t¢ remove all necrotic 
tissue at one operation; the extremes of age; and lack of adequate suitable 
veins for blood transfusion. 

‘Throughout treatment the state of nutrition of the patient must play an 
important part. From the third day after injury, a diet high in calories and 
protein must be built up and maintained. In addition to early blood loss in 
extensive burns there is an inhibition of marrow activity which persisis 
until healing is nearly accomplished. ‘This secondary anamia is corrected 
only by repeated blood transfusions throughout the course of treatment. 

Such is an outline of the possible care of burnt patients in hospital. What 
help can be offered to general practitioners in their problems? 


('REATMENT IN GENERAL PRACTICI 

First-aid treatment.—-If the patient’s clothes are in flames, he is wrapped in 
a blanket and rolled on the floor. He is then put to bed. The exposed parts 
of the burn are covered with a clean, dry sheet, towel or cloth, and the 
patient is wrapped in blankets. Hot, sweet drinks are supplied. On no 
account must clothing be removed or further dressings applied, except in 
the case of a patient living some considerable distance from medical aid, 
when a bland evaporating dressing, e.g. baking soda paste, might give some 
relief. Baking soda is mixed with sufficient water (which should have been 
boiled and cooled) to make a thin paste, which is spread on gauze lint or a 
clean handkerchief. Such a dressing can be removed later and will not 
interfere with further treatment. 

The practitioner, following examination, must decide whether the patient 
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TREATMENT OF BURNS 





should be sent to hospital or not. In general terms, patients with burns 
over 5 per cent. of surface area, with burns of the face, and with deep burns 
anywhere, no matter the extent, should be sent to hospital. In patients with 
burns of over 10 per cent. there is considerable urgency and transfer should 
take place within one hour. 

Local care. ~The fundamentals of treatment are similar for hospital and 
home, and in the smaller burns are relief of pain and control of infection. 

Before writing this article I wrote to fifty general practitioners regarding 
the care of burns. ‘The majority had worked out routines of care which had 
given satisfaction. ‘he methods adopted were varied. ‘The opinion that little 
instruction had been given from hospitals in the care of out-patient burns 
was expressed more than once. I should like to emphasize that I do not 
wish to alter any method which has been proved by experience in practice 
to be successful. 

Several practitioners had experienced the production of sensitivities 
from the local application of sulphonamides and antibiotics; several stated 
that tulle gras applications kept the burnt surface too soggy and if used they 
should be removed daily for the first three days. Most practitioners 
cleansed the burnt surface with cetrimide 1 per cent., snipped, but did 
not remove, blisters, gave daily penicillin systemically and, apart from 
re-dressing on the second or third day, left the dressing until the tenth 
to twelfth day. I quote in full from one practitioner in a country practice, 
whose principles would appear in great part to correspond to those already 
outlined for treatment in hospital. 
BURNS IN GENERAL PRACTICE 


If a burn is deep and of large enough area to cause oligami 
his admission to 


‘General management 
shock, I treat the patient as a surgical emergency and arrange 


hospital 

‘For the dressings of all minor “‘household”’ burns and scalds I have the patient 
taken either to my surgery or to the theatre of our cottage hospital. Occasionally, 
where travelling is difficult, | do change of dressings in the patient’s home, but avoid 


the procedure if possible | like to arranwe adequate tume tor the initial dressing and 


so avoid a rushed job 
‘Local treatment First | aim to cleanse the skin surrounding 
using tap water and soap, aided by methylated 


the burn as 


thoroughly and widely as possible, 
ether, if the skin ts greasy or oily 

‘If the burnt area is obviously contaminated with particles of dirt or clothing, I 
clean it thoroughly using water only. Otherwise I leave the burn alone; I do not 
attempt to remove dead skin over blisters, and only interfere with blisters if they 
dressing dithe ult, in which case | snip the surtace of the blister 
in order to allow excess serum to run away 

‘If several hours have elapsed, the serum has often solidified, and snipping 
through the overlying skin allows no escape of tluid. ‘This layer of dried serum 1s, | 
think, as good a protective covering for the damaged epithelium as any dressing, 
meticulous in clearing away skin and blister and getting 
In small burns, provided 


are so big as to make 
with sterile scissors 


and whereas I used to be 
the burn clean and raw, now I leave it as I have described 


the surrounding skin is clean, I do not think that this layer of serum forms a nidus 


tor infection 


Type of dressing Dry gauze, as near sterile as possible, is now my choice. In 
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my experience, greasy, oily dressings encourage “‘sogginess’’ and infection. I am 


doubtful if there is any virtue in the “‘tulle gras’’ type of dressing. The warmth of 
the body causes the petroleum jelly base to run, and unless the dressing is changed 
very frequently-—-which 1s undesirable and impracticable——the netting sticks just as 
much as any other material 

‘Depending on the site, I fix the gauze in position with a bandage or elastoplast 
If the latter, | make in it, with a pair of scissors, numerous perforations to en 
courage aeration of the burn and evaporation of any moisture from the dressing 

‘Change of dressing.—| make no general rule as to how long such a first dressing 
should be left. Ideally, I like to leave it for about a week by which time most small 
burns, where the whole skin thickness has not been destroyed, will be well on the 
way to complete healing 

‘By the second or third day, many of the dressings applied in this way will have 
become soaked through by continued oozing and, particularly in children, may tend 
to be slightly offensive. When this happens, I get the patient to surgery or theatre 
and re-dress with dry gauze, but if any of the original gauze is adherent, I leave it 
cutting away loose tags round the adherent piece. Such sticking means that some of 
the gauze of the first dressing has become enmeshed in the scab formed by the 
dried serum. I think it 1s a bad thing to tear off adherent dressing as this causes pain 
and bleeding, and delays healing 

“To sum up, the principles | follow are: 

‘(1) Clean the surrounding skin and burn thoroughly, using soap and water 

‘(2) Disturb the burn as little as possible, leaving blisters and even dead skin 

‘(3) Keep the burn dry and let this determine the length of time between dressings. 

‘Since adopting this conservative regime | have noticed no increase in sepsis, or 
delay in healing as compared with treatments using tulle gras, sulphonet, gentian 
violet cream, ‘T'annifax or any other proprietary preparations. Sulphonamide powder, 
or any surface applications containing sulpha drugs are, in my opinion, real dangers 
Having recently seen two severe penicillin rashes from the use of local penicillin, | 
have stopped using it 

‘Il think it was Ambroise Paré who said, “I dressed the wound, God healed it”’ 
I feel that in the treatment of many minor traumatic lesions God's healing goes best 
without many complicated dressings!’ 


CONCLUSION 


In conclusion, I feel that in the treatment of burns in the home and in 
hospital there will be less confusion of thought and more purpose of 


action, provided general principles of care are adopted and followed 
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SHOCK AND HA:MORRHAGE 


By RUSCOE CLARKE, M.B.E., M.B., F.R.C.S 
Surgeon, Birmingham Accident Hospital 


THE most important single advance in the treatment of shock and hamor- 
rhage during the past fifteen years has been the development of blood banks 
The introduction of stored blood opened up a new era in the treatment of 
haemorrhage, and of certain types of shock. ‘This extended use of stored 
blood has been accompanied by a great increase in knowledge of blood 
grouping. Blood transfusion is not only more readily available, but it can 
be employed with much greater safety than was the case ten years ago. 
During this same period, knowledge of the physiological changes associated 
with shock and hamorrhage has been increased by the use of techniques for 
the determination not only of the circulating plasma volume, but of the 
total quantity of circulating red cells. 

Grant and Reeve (1951), in their “Observations on the General Effects of 
Injury in Man’, present a modern outlook on traumatic shock, and sum- 
marize the relevant literature in so far as it concerns observations on man, 
Their main emphasis is on wound shock following the injuries of war. 
They outline the frequency with which in the past the extent of blood loss 
has been grossly underestimated. ‘They describe the ill-etfects of such blood 
loss in patients who have sustained major injuries. ‘They show that this 
blood loss is roughly proportional to the size of the wound, except in the 
case of major visceral injuries. ‘They confirm a general correlation between 
the degree of blood loss and the level of the systolic blood pressure, hey 
advocate larger and earlier transfusions of whole blood. 

In burns, the major element contributing to shock is the loss of plasma 
into the burnt area, Such plasma loss is reflected in a rising -hamatocrit. 
The quantity of plasma loss can be roughly predicted from the surface 
area of the burn 

In most patients with non-thermal injuries, there is little or no evidence 
of hamoconcentration. Whole blood is lost, not only by open bleeding, but 
by extravasation into the tissues. Our experience of civilian injuries at the 
sirmingham Accident Hospital during the past six years (Ruscoe Clarke, 
1952) has shown that in closed fractures, blood can be lost in amounts com- 


parable to that seen in major war wounds of the extremities. ‘This blood loss 


is the most important element underlying the development of acute 
traumatic shock. Some authorities would indeed suggest that traumatic 


shock is just the effect of oligamia. 


PRIMARY SHOCK 
Under civilian conditions, the vast majority of patients who arrive at hospital 
in a state of peripheral vascular failure following trauma are suffering trom 
the effects of a low blood volume and from the reactions of the whole 
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organism to this depletion. When patients are seen within a few seconds 
or minutes of injury, this is not necessarily the case. Primary shock is 
a clinical reality which can be very frightening to the onlookers. It does 
not always present as a classical vaso-vagal attack, with a slow pulse rate. 
The pulse may indeed be absent altogether and the heart beat inaudible. 
Yet this condition may be completely reversed in a matter of minutes, and 
is best treated by the patient being left alone in the head-down position. 
The distinction from the more lasting state of true oligemic shock may 
only become clear after a period of observation. 

‘There has been a tendency in a number of recent descriptions to make 
light of this state of ‘primary shock’, or to dismiss it as ‘purely psychogenic’ 
in origin. Yet this complex reaction may well play a major part in reducing 
bleeding from a recent wound, by allowing a fall of blood pressure in the 
extremities and a complex redistribution of blood throughout the body. 
Almost it would appear that this primary reaction mimics the reactions 
that occur when a real loss of circulating fluid takes place. A reaction which 
may be advantageous in the presence of haemorrhage, not infrequently 
appears to anticipate that situation. Like so many other reactions of the 
human organism, it may be premature, or it may be overdone. 

Moreover, the primary state of collapse in the presence of significant 
injury will pass over to a stage of established shock with no clear-cut point 
of transition. ‘he important step that needs to be taken is that of careful 
examination of the whole patient for evidence of any major trauma. Accounts 
of the accident obtained from eye witnesses may give valuable clues, for 
the patient himself may remember nothing, may be unconscious from 
a head injury, or may remain oblivious of major local injuries. ‘The general 
practitioner in civilian practice may see but one case of established oligamic 
shock for every twenty patients who may simulate this condition. ‘That 
one patient may require decisive action. On the other hand, a large pro- 
portion of patients with major injuries or closed injuries to the trunk lose 
blood relatively slowly. ‘They may be perfectly fit half an hour after the 
accident. ‘hey may arrive at hospital in a state of collapse after a relatively 
short journey in an ambulance. ‘This is not simply the direct result of a 


journey, but of the combination of progressive blood loss and added 
stimuli which interferes with the natural powers of compensation. ‘he 
handling of such patients requires knowledge of the amount of blood 


likely to be associated with injuries of various types. 


ASSESSMENT OF BLOOD LOSS 
The pattern of trauma varies greatly with different types of injury. Civilian 
injuries cannot be assessed in the same way as war wounds. Apart from 
obvious bleeding from open wounds, significant blood loss is most commonly 
associated with major fractures and with injuries of the trunk. In major 
fractures of the tibia and fibula as much as two to three pints ,of blood 
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may be lost into the tissues. The loss with fractures of the femur may be 
considerably greater, and many patients with fractures of the pelvis may 
lose from one-half to two-thirds of the total blood volume into the damaged 
areas. ‘The latter may require transfusions of ten to fifteen pints of blood, 
or even more when surgery is required. 

Patients with complex multiple injuries are particularly dithcult to assess, 
but often behave as though they have lost enormous quantities of blood 
In any individual assessment it must be recognized that the extent of the 


injuries to the soft tissues, to muscles and fascia, is just as important as the 


x-ray evidence of damage to the bones. An uncomplicated fracture of an 
extremity without swelling will probably survive any reasonable journey 
to hospital. A patient with an open injury in the same region, or a fracture 
of the femur with gross swelling, is likely to go into a state of shock following 
painful movement, or merely with the passage of time. Patients with severe 
injuries of the trunk may collapse dangerously if they have to be moved any 
distance without transfusion. 

In general it can be stated that a loss of one to two pints of blood will be 
well tolerated by a healthy individual. ‘This same degree of blood loss may 
predispose to a dangerous degree of collapse in an elderly patient with 
a fracture of the neck of the femur. ‘Transfusion will not only decrease the 
risks of anesthesia or surgery, but will produce rapid improvement in the 
general condition of the patient. ‘The loss of larger quantities of blood may 
be tolerated by young and fit patients when they can be left alone to make 
the necessary adjustments. But restoration of blood volume by hamo- 
dilution is slow and may take twenty-four to seventy-two hours or longer 
During this period the blood loss to essential organs is kept going by 
various reflex circulatory adjustments; but the kidneys or liver, or even 
the injured limb, may suffer from an inadequate blood supply. ‘The vaso 
constrictive mechanisms which help to maintain normal blood pressure in 
the presence of a low blood volume can predispose to thrombosis and 
embolism, to pulmonary and wound infection 

In the next phase (second day to third week), when the circulating blood 
volume has been more or less restored, the patient becomes anamu 
During the past few years we have been studying this anamia of trauma 
It appears to us to be necessary to distinguish an anaemia of trauma from 
an anawmia of infection which may develop later. ‘The anamia of infection 
is probably due, at least in part, to some degree of failure of red cell for 
mation (Vaughan, 1948). The earlier anamia is less readily explained 
It can still be observed when blood transfusion appears to have more than 
replaced any possible blood loss. It is not associated in the majority of cases 
with any evidence of excessive disappearance of transfused cells. It appears 
to be related in some way to the extent of the wound. ‘This early anamia is 
certainly complex and will repay further investigation against a background 


of adequate transfusion 
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BLOOD TRANSFUSION 

Clinicians have been generally agreed that a hamoglobin of 60 to 70 per 
cent. in a patient with a major injury or an open wound is an indication for 
transfusion. Surely such an anemia is better prevented, and the only 
method of prevention is by blood transfusion. I am convinced that the 
early anawmia of trauma which develops during the first week should be 
prevented whenever possible. When this has been done by early adequate 
transfusion, the patient as a whole appears to make a more rapid and 
uneventful recovery. 

In the past, blood transfusion has been regarded more or less as a measure 
of desperation, as a last resort. Many clinicians will avoid transfusion if 
there is any hope that the patient will survive without it. ‘This attitude is 
based primarily on a recognition of the dangers of incompatible transfusions, 
which today can be largely avoided by careful grouping and cross-matching, 
and by the use of homologous blood of the correct rhesus group. ‘l'rans- 
fusions of group O blood to patients of other groups should be reserved 
for desperate emergencies, and whenever possible this should be rhesus- 
negative, and always so in the case of women of child-bearing age and of 
young girls. 

‘The second fear 1s that of over-transfusion producing right-sided heart 
failure and pulmonary aedema. ‘This risk has certainly been grossly exag- 
verated in patients with recent trauma. ‘The fear derives from failure to 
appreciate the degree of oligamia that can be present following trauma, even 
with a normal colour, blood pressure, hamoglobin and hamatocrit. When 
blood has recently been lost it can safely be replaced at a rate of one pint in 
about five minutes through a single vein and with minimal risk of cardiac 
embarrassment. In severe shock the rate can be increased by using several 
veins. When no clinical progress is made or when the condition appears 
desperate, blood can be transfused into an artery under pressure in a retro- 
grade direction towards the heart. When the passage of time has allowed 
hamodilution to reduce the oligamia, more care may be needed, but a fast 


drip, e.g. 120 drops a minute, is usually quite safe. It is often taught that 
blood can be transfused more or less rapidly until the systolic blood pressure 
rises to a level of 100 mm. of mercury. In our experience, this level is not 
infrequently reached at a stage when the blood volume may still be three to 
four pints below normal. When the clinical diagnosis is clear, transfusion can 
be rapid up to the point of full replacement, and can then be continued 


during anaesthesia and surgery at a steady drip, accelerated to allow tor any 
further bleeding during the operation, and continued in the postoperative 
period to cover subsequent blood loss. 

The chief risk of over-transfusion is in elderly arteriosclerotic patients, 
patients with clinical myocardial decompensation, and in injured patients 
with significant thoracic injuries. ‘The blood may be needed just as urgently, 
yet venous congestion may develop with gross oligemia still present. In all 
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poor risk patients blood transfusion is better given prophylactically at 
a steady drip, e.g. 60 to 80 drops a -minute, anticipating hamorrhage, 
rather than allowing an emergency situation to develop. Few injured patients 
will not tolerate the slow administration of 2 pints (1 litre) of blood even 
in the absence of any obvious source of hamorrhage. 

We are convinced that blood transfusion is a method of preventing 
not only oligamic shock but many of the other complications of trauma, 
in a large proportion of patients with serious injuries. It has not, however, 
replaced other methods of treatment which must now be regarded as ancil 
lary to transfusion. When bleeding is progressive, surgery is clearly in 
dicated to stop that bleeding. When surgery is indicated for other reasons 


repair of injured viscera, the prevention of infection in wounds, the 


reduction of fracturesthe sooner surgery is completed, the less additional 
blood loss can occur. With modern facilities, surgery can usually follow 
full blood replacement so that no clinical signs of shock are seen during 
or after operation. When there is no urgent need for such surgery it may 
well be postponed until the patient’s general condition is stabilized 


ADDITIONAL METHODS OF TREATMENT) 
Drugs.—-There can be little doubt that painful stimuli of many kinds tend 
to increase the liability to peripheral circulatory collapse following trauma 
This liability is increased in proportion to any associated depletion of blood 
volume. The relief of pain is still of great therapeutic value but morphine 
and allied drugs must not be regarded as indicated for ‘shock’. ‘Vhey should 
be given to control pain and for that purpose alone. A practice has developed, 
and still persists, of giving large doses of morphine to shocked patients, 
e.g. 4 to 4 grain (22 to 32 mg.). This is dangerous. When the peripheral 
circulation is reduced, hypodermic or intramuscular injections may not be 
absorbed. ‘Their lack of apparent effect has at times been regarded as an 
indication to repeat the dose. ‘The drug will remain at the site of injection 
until the peripheral circulation is restored and may then produce a late 
cumulative effect which can be lethal. When there is any evidence of 
peripheral vascular insufficiency, morphine, omnopon or other such drugs 
should be given intravenously in small doses which can be repeated if 
necessary. One-sixth of a grain (11 mg.) of morphine into a vein will often 
be adequate, but dosage must depend upon the effect obtained. 

Movement of injured.—-The changing attitude to the contribution of blood 
loss to traumatic shock does not require any fundamental change in the 
attitude to movement of the severely injured patient, although it may 
influence the timing of such movement. Unnecessary movement of an 
injured patient can increase pain, provoke further bleeding, and increase 
local damage. Yet movement is necessary to transfer the patient to facilities 
for treatment. Movement may be necessary to establish a diagnosis of the 
extent of the injuries. Occasionally, manipulation of a fracture may be 
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necessary as an emergency first-aid measure, particularly when torsion or 
angulation at the fracture site is interfering with the circulation to the limb 
below the injury. Occasionally large areas of partially separated skin require 
replacement so that they will be given the maximum chance of survival. 
Unstable fractures and severe wounds of the extremities are better splinted 
before the patient is moved. In general, however, it is probable that when 
any manipulation or movement of an injured patient appears to produce 
a state of shock, it does so in the presence of a lowered blood volume, and 
acts essentially by inhibiting the reflex vasoconstrictive reactions which 
help to maintain a normal blood pressure in the presence of oligamia. 
When such movement is likely to result in dangerous collapse it may await 
transfusion if this can be organized in time. Where facilities for transfusion 
cannot be brought to the seriously injured patient, then removal to hospital 
must be carried out as quickly as possible. 

When there is any evidence of peripheral circulatory collapse, the head- 
down position is an invaluable aid to the maintenance of an adequate blood 
supply to the brain. It remains a life-saving precaution. 

In our experience oxygen is rarely indicated in peripheral injuries but 
may be urgently required in the presence of injuries to the respiratory 


passages. In such injuries, and in injuries to the base of the skull, facial 


bones, nose or mouth, when blood accumulates and can be aspirated or 
can flow into the bronchial passages, suction through an endotracheal tube 
may be the only way to ensure adequate oxygenation. Where this cannot 
be done, at least the patient must be so placed that blood will not run 
down into the lungs. 

It is customary today to repeat warnings about the unnecessary and 
ineffective application of tourniquets. Clearly they should not be used as 
a first-aid measure where firm direct pressure of a bandage over an adequate 
dressing will control the bleeding. In most cases in which a tourniquet has 
been applied in an emergency it can be removed after careful bandaging 
of the wound over adequate dressings. ‘The application of even an improvised 
tourniquet for a few minutes may well be quite safe, whereas a limb may 
be lost by leaving such a tourniquet in place for half an hour. 

One established practice that requires reconsideration is that of the 
application of heat. Orthodox first-aid teaching still thinks in terms of hot 
cradles and hot-water bottles, but the patient 1a ‘shock’ with a cold pale 
skin is cold because the circulation of blood through the skin is decreased. 
If this does not recover spontaneously it can be regarded, at least in part, 
as a compensatory mechanism. Warming the patient opens up skin vessels 
and the blood pressure may fall. In the presence of oligemia, heat may be 
dangerous unless transfusion is given first. ‘he ideal temperature is that of 
a room in which the medical staff can work in comfort. A warm blanket 
and a cup of tea may be of psychological value to a patient who has been 
‘shaken up’. Hot cradles and water bottles are dangerous, particularly in 
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patients who are unconscious or unresponsive. ‘They can cause burns, 
they can obscure the diagnosis when local circulatory damage is manifested 
in temperature differences between the limbs, and they are unnecessary. 
Further, I believe that they have no place in the ward reception of post- 
operative patients from the theatre. 

Where then, in all this, should we consider recent developments on shock 
and the ‘stress reaction’? Is there any indication for the administration of 
ACTH or cortisone in acute traumatic shock? We have seen patients with 
late secondary hypotension following major injuries, which at post-mortem 
examination have shown hamorrhages into the suprarenals. In these cases 
of late peripheral circulatory failure we may have missed an opportunity 
of administering substitutive endocrine therapy. But such cases are rare. 
In our opinion, traumatic shock can largely be prevented by transfusion. 
No case can be made out for the routine use of any endocrine preparations. 
Meanwhile, ‘irreversible shock’ is to be regarded as a condition which 
develops when transfusions of blood are given too late and in insufhcient 
quantities 

CONCLUSION 

\s yet there is an altogether inadequate understanding of the rdle of blood 
transfusion in trauma. Safe and efficient transfusion is only part of what 
is required to upgrade the treatment of injuries. Special departments 
are essential for the modern treatment of trauma. ‘They must be closely 
linked with all those who may be concerned with the treatment of injuries 
at every phase. It is certain that some severely injured patients can only 
survive with blood transfusion before movement to hospital. ‘This has 
been found to be one of the advantages of the mobile surgical unit which 
has been operating from the Birmingham Accident Hospital during the 
past six years. Advances in surgery are creating a need for new forms of 
organization. ‘The National ‘Transfusion Service has come to stay. We 
need to review the organization of our casualty services, so that advances 
in knowledge and technique can be more widely applied in practice. 

Perhaps the most important of these advances is the possibility of giving 
early adequate safe transfusions, which will prevent many of the general 


effects of trauma and will permit early adequate surgical care to be carried 


out with safety. Investigations are continuing with a view to elucidating 
the physiology of the response to transfusion so that our indications can 
be more precise. Further knowledge will come only from a close link between 
laboratory and clinical observations. “The treatment of shock’ can never 
become the province of the specialist, but remains a practical problem ot 


fundamental interest to many branches of medicine and surgery. 
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ABDOMINAL INJURIES 


By J. B. OLDHAM, V.R.D., M.B., F.R.C.S. 
Lecturer in Surgery and Clinical Surgery, University of Liverpool; Consulting 
Surgeon to the Admiralty and Ministry of Pensions. 


IN peace, as in war, injuries to the abdomen are all too frequent and the risk 
seems ever to be increasing as accidents on the road, the railways and in the 
air grow in number. Gun-shot and stab wounds, once a rarity in this country, 
are becoming distressingly common with the increasing use of firearms by 
criminals and the invasion of our shores by foreigners and coloured people, 
who have not the Englishman’s distaste of using a knife in a quarrel. How- 
ever, despite the ugly trend of recent years, the great majority of peace-time 
injuries of the abdomen are non-penetrating. 

The possibility of an intra-abdominal lesion may be suggested by the 
description of the injury given by the patient or onlookers, the presence of 
wounds, abrasions or bruises of the abdominal wall, and such symptoms and 
signs as pain, tenderness and vomiting. An intraperitoneal lesion may have 
to be considered even if there is no wound of the abdominal wall-—in 
thoracic wounds, for example, and wounds of the buttock. 

Perhaps the most remarkable feature of many of these lesions is the in- 
significance of the injury which produces them. ‘The initial symptoms, too, 
are sometimes trivial and there is a temptation to allow the patient to go 
home, where he may later develop a torrential hamorrhage or peritonitis. 
Delayed symptoms occur most commonly in injuries of the spleen, kidney, 
and intraperitoneal ruptures of the bladder. Every patient therefore who 
has had an abdominal contusion, even when there are no general or local 
signs, (1) should be kept under constant observation and not allowed to go 
home until he has passed an adequate quantity of normal urine; (2) should 
be put to bed if he has had any hematuria and kept there for at least one 
week after all bleeding has stopped; (3) should be under observation for ten 
to fourteen days if the injury has been in the left loin or hypochondrium, 
after which the risks of a delayed hemorrhage from the spleen will be very 
slight. 

FIRST-AID MEASURES 
Many patients are so severely injured that there is clearly no hope of re- 
covery. In most cases when first seen the patients are profoundly shocked 
and our first duty is to correct this and to get them to hospital or nursing 
home where, if necessary, laparotomy can be undertaken later. 

Resuscitation at this stage should consist in making the patient as com- 
fortable as possible, placing a pillow behind his head and under his knees 
and several thicknesses of blanket under him, relieving his pain with mor- 
phine—preferably given intravenously—arresting external bleeding by 
pressure, restraining prolapsed gut. 

If there is any possibility of a rupture of the intestinal canal, drinks—so 
commonly given to counteract shock—should not be allowed. With the im- 
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proved transfusion services available today the question may arise whether 
a transfusion should be given before the patient is moved; this may occasion- 
ally be life-saving, but in most cases the best treatment will be to get him 
to hospital as quickly as possible and not allow any treatment to delay this. 

When the patient has been put to bed a careful clinical examination should be 
made to decide whether there ts severe bleeding, what viscera are most likely 
to be injured, and whether or not there are any coincident injuries elsewhere. 

One of the earliest duties is an estimation of the degree of shock. Not all 
abdominal injuries require active resuscitation. Nevertheless, in all cases the 
blood pressure should be estimated at frequent intervals and recorded with 
the temperature, pulse and respiration, and a fluid balance record started. 
Most cases will be shocked enough to justify blood transfusion, and three or 
more pints will, as a rule, be needed. If the blood pressure does not rise 
after a transfusion, adequate both in speed and volume, it is probable that 
there is continuing internal bleeding. 

It is usually advisable to postpone operation until the blood pressure has 
been given a chance to rise to 100 mm. Hg systolic, and there are other signs 
of diminishing shock, such as lessening pallor and return of warmth to the 
extremities. ‘The minimum amount of moving of the patient is desirable. 
If he is very cold a few warm blankets should be wrapped round him, but 
electric cradles and shock cages must not be used as they abolish the pro- 


tective vasoconstriction and induce sweating 


tO OPERATE, OR NOT TO OPERATI 
(his is the most important question, In the abdomen there are no in- 
significant wounds and every case should be looked upon, when first seen, 
as a possible case of severe internal injury. Our motto therefore should be 


‘Look and see’ not ‘Wait and see’. ‘The decision whether to operate or not 


has rarely to be made at short notice; When the patient shows no signs of 


shock clearly there is no rush, and when shock is marked, resuscitation is 
the first duty. 

\ penetrating wound of the abdominal wall will require excision and 
usually this will give an opportunity to explore the abdomen. A rising pulse 
rate in spite of adequate transfusion will demand laparotomy to deal with 
continuing bleeding trom the mesentery, liver or spleen, X-ray evidence of 
gas below the diaphragm will indicate the need to repair an intestinal rup- 
ture. When there are ao severe internal injuries, shock, pain, rigidity and 
tenderness generally ease off within six hours; if, however, these signs con- 
tinue, return or increase after this interval, laparotomy must be considered 

The site and direction of penetrating wounds will often give valuable 
information, and still further help may be obtained from the findings on 
wound excision. An intact peritoneum at the bottom of a wound may be an 
important factor in deciding against a laparotomy 

\bdominal mgidity, though an important sign, can be misleading, tor 
morphine and shock may reduce it. Board-like rigidity is not very common 
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but when present is diagnostic of a visceral perforation, although marked 
rigidity may occur with chest wounds or extraperitoneal hamatomas. 
Auscultation of the abdomen should always be done, and should be re- 
peated frequently. Absence of peristaltic sounds confirmed by repeated ex- 
amination is a positive indication for laparotomy. 


LAPAROTOMY 
When laparotomy has been decided upon, a Ryle’s tube should be passed 
through the nose into the stomach, and if the patient has not been able to 


pass urine he is catheterized and the specimen examined to make sure that 


there is no question of a rupture of the kidney or bladder. 

The help of a skilled anasthetist is a necessity. 

When a precise diagnosis is impossible a small midline upper abdominal 
incision is indicated, for the viscera most commonly injured lie in the upper 
abdomen. When the peritoneum is opened the type and site of the fluid in 
the abdomen will probably suggest whether the incision should be increased 
upwards or downwards—in every case it must be liberal. ‘l'ransverse in- 
cisions are quite unsuitable for the surgery of abdominal injuries. 

If, on opening the abdomen, blood is seen, examine first the organs which 
most commonly give rise to intraperitoneal bleeding —spleen, liver, mesen- 
tery. If these are normal, examine the omentum and mesocolon and pelvis. 
Food and fluid in the peritoneal cavity would suggest a rupture of the 
stomach; bile, a tear in the gall-bladder, bile ducts or upper intestinal tract; 
facal matter, a perforation of the lower ileum or colon. A faecal odour is 
proof of a perforation of the colon. 

The operation must be done quickly and gently, avoiding all pulling or 
violent retraction. Inspect the small intestine once, and once only, starting at 
either end and working systematically. Examine any hematomas caretully, 
especially if they involve the duodenum or fixed portions of the colon. Any 
intestine which is withdrawn from the abdomen for examination or repair 
should be covered with warm packs and replaced as soon as possible. 

Not infrequently the patient’s condition deteriorates during operation and 
it may be necessary to close the abdomen as quickly as possible. ‘This will 
be facilitated if two precautions are taken in advance: (1) have a fool-proof 
method of counting swabs and see that the theatre statl keep a constant check 
so that they can tell at any moment exactly how many swabs there are to 
come out of the abdomen; (2) have a separate ‘closing-up’ tray ready with, 
in addition to the usual sutures, several large cutting needles threaded with 
stout silk or stainless steel wire which can be used if needed for through- 
and-through sutures. 

Drainage.—-All penetrating wounds must be drained after excision. ‘The 
question of drainage of the abdomen will depend upon circumstances. 
Drainage is essential if a retroperitoneal space is opened, the drains being 
brought out through a stab wound or alongside the bowel if it is exteriorized 

Whilst it is advisable to leave over the excision of any wounds of the 
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abdominal wall until after the laparotomy is finished, wounds on the back 
should be dealt with first, as the patient must on no account be rolled or 
turned after the laparotomy. Indeed, if his condition at the end of operation 
is poor, it may be advisable not to move him back to bed right away but to 
continue resuscitation in the theatre until he is fit for removal to the ward 

Ifter-treatment. The patient should be kept flat until he has recovered 
from the anesthetic and shock; a gradual raising with pillows may then be 
tried. Morphine, } grain (16 mg.), should be given four-hourly tor the first 
forty-eight hours. Oxygen will often help. Controlled intravenous therapy 
should be continued and gastric aspiration maintained until peristalsis is 
restarted. 

ALIMENTARY CANAI 
‘lhe stomach is rarely injured unless it is distended; the bleeding is usually 
severe and the gastric contents are emptied en masse into the peritoneal 
cavity. Shock is profound, rigidity board-like, and prognosis grave. 

The duodenum is not often damaged except in association with other 
injuries; its proximity to vital structures, its inaccessibility, and the fact 
that a large part of it is retroperitoneal, make the prognosis very grave 
‘Treatment is by suture and stab drainage through the loin above the 
kidney. 

The small intestine is more often injured than any other part of the 
alimentary canal. Quite commonly, even in subcutaneous trauma, the in- 
testinal wounds are multiple, and gun-shot wounds are almost invariably so. 
In all cases therefore the whole length of the gut must be examined 

‘The great majority of tears following subcutaneous injuries involve the 
first one or two feet of the jejunum or the last foot of the ileum; these are 
the parts most liable to be crushed against the spine or pelvic bone. Follow- 
ing the initial shock the signs and symptoms may be slight during the first 
six hours, after which the pulse rate rises and pain and rigidity increase. ‘The 
latent period is due to ileus and to the perforation being blocked by the 


pouting mucous membrane. Even when the bowel is completely transected, 


spasm of the circular muscle may limit peritoneal soiling for some hours 

Suture is the treatment of choice in most cases; a transverse closure being 
used to minimize stenosis. Clamps are unnecessary, and in emergency a 
single laver of sutures is sufficient if the mucosal edges are well inverted 
Resection is necessary if the intestine is torn from its mesentery for more 
than three-quarters of an inch, when the perforations are so numerous that 
resection will be quicker than multiple sutures, or when the intestinal wall 
is devitalized by bruising. Suprapubic drainage should never be omitted 

The colon, although very liable to penetrating wounds, is rarely injured 
by subcutaneous trauma. Here the early escape of facal fluid is in marked 
contrast to injuries of the small intestine, and this accounts for the worse 
prognosis. ‘The frequent retroperitoneal situation of colonic wounds makes 
them liable to be overlooked, and the vulnerability of the retroperitoneal 
tissues to infection increases their gravity. 
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Exteriorization is the routine treatment, the damaged section of the colon 
being brought out im foto and treated as a colostomy; this should be done 


preferably through a separate stab incision. Exteriorization is not suitable, 


however, for the caecum or right colon, and injuries here may be treated by 
suture and drainage or suture and ileo-transverse colostomy or resection. 

‘The mesentery.-Injuries of the mesentery are quite common and may re- 
sult in severe internal haemorrhage. ‘he bleeding may be controlled tem- 
porarily by compression of the vessels in the root of the mesentery. Longi- 
tudinal tears can be closed with safety, but tears parallel to the gut will 
necessitate resection if they are more than one inch long 


THE SOLID VISCERA 
‘The fiver._-The diagnosis of subcutaneous rupture of the liver is generally 
difficult. ‘The history of a blow over the lower right chest, fracture of the 
lower ribs, tenderness and slight rigidity in the right hypochondrium, and 
the signs of internal bleeding, make the diagnosis probable. In penetrating 
wounds the position of the wound will usually give a clue as to what organs 
are, or are not, likely to be implicated. 

There is no need to rush these patients to the theatre. Minor degrees of 
liver damage recover spontaneously; the more severe injuries demand re- 
suscitation before surgery can be considered 

Grey ‘Turner warned surgeons of the risk of a liver rupture which 
has been relatively under control before operation suddenly bursting into 
torrential hemorrhage when the abdomen is opened. ‘Temporary control of 
this bleeding can be achieved by Pringle’s method of grasping the structures 
in the free edge of the lesser omentum. ‘The liver rupture can be closed in 
the following manner. 

Using the largest round-bodied needle and the thickest catgut, a series of sutures 
are inserted parallel to, and at least half-an-inch away from, the edges of the rent 
Deep through-and-through sutures are then passed at right angles to the rent; the 
first lot of sutures helps in preventing the deep structures from cutting out 

When the rents are deep and narrow or when suturing is impossible the 
liver wound may be packed with the omentum or oxidized cellulose. In 
every case drainage is essential. 

The gall-bladder and bile ducts.-Subcutaneous ruptures of the gail- 
bladder or bile ducts, though rare, present a striking and characteristic 
picture. ‘lhe initial shock is severe, but recovery is quick. ‘The patient con- 
tinues to compiain of constant dull pain in the right hypochondrium. After 
five or more days the abdomen distends with fluid and jaundice begins and 
steadily increases. As soon as the condition is diagnosed, laparotomy is in- 
dicated; the bile is evacuated and the site of the tear examined. If the tear 
is in the gall-bladder or cystic duct, cholecystectomy or cholecystostomy 
should be done. When the tear is in the bile ducts, suture, the insertion of a 
‘T-tube, or ligature of the proximal end of the duct and cholecystogastrostomy 
are indicated. 

The spleen.—Rupture of the spleen is the most common of all intra- 
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abdominal injuries. Even when the spleen is normal it may be ruptured by 
a trivial fall or blow, and when it is pathologically enlarged the injury 
causing rupture may be so small as to be unrecognized. In many cases the 
patient is collapsed and even unconscious when first seen; death follows 
before a diagnosis is made, and necropsy reveals a spleen torn from its 
pedicle and the abdomen full of blood. 

In most cases the initial shock responds to treatment but signs of internal 
bleeding appear later. ‘The latent period varies greatly in duration; com- 
monly it lasts for only an hour or so, but often it may be prolonged for days 
or even a week or two before there is a sudden intraperitoneal haemorrhage 
Sometimes there are no symptoms in the latent period, but generally there 
is local pain, tenderness and guarding in the left upper quadrant, and perhaps 
left shoulder pain. 

As soon as the diagnosis is made operation should be carried out. A left 
paramedian incision is best as it allows inspection of the other viscera 
Splenectomy should be performed; if possible the pedicle should not be tied 
in a mass but bit by bit, each portion being transfixed and tied separately. 
Precautions must be taken not to injure or cut the tail of the pancreas, and 
the abdominal incision must be sewn up with care, for after splenectomy a 
‘burst abdomen’ is not uncommon. 

The pancreas.—-Injuries of the pancreas, except when associated with 
injury to other organs, are rare, and diagnosis before laparotomy is almost 
impossible. ‘The pancreatic tail may be injured in association with rupture 
of the spleen. When it is recognized: (1) give ample drainage, preferably 
through a stab wound; (2) carefully suture and support the incision to mini- 
mize the risk of ‘burst abdomen’, and (3) protect the skin from the digestive 


pancreatic enzymes by an ointment containing 2 per cent. of hydrochloric 


acid. Probably most non-fatal injuries to the pancreas are unrecognized 
until a collection of fluid (a pseudo-pancreatic cyst) develops two to three 
wecks later 
rHE URINARY SYSTEM 

Che kidney... Next to the spleen the kidney is injured more often than any 
other abdominal viscera. ‘The history of a blow or a fall on the loin followed 
by hamaturia usually settles the diagnosis. Although delayed hamorrhage is 
less common after renal than splenic injuries, it does sometimes happen, 
and for this reason it is essential that every patient with hamaturia following 
an injury should be kept in bed for at least one week after bleeding has 
stopped. ‘The pulse rate should be recorded hourly and, particularly when 
expectant treatment is employed, frequent recording should be continued 
until all risk of delayed hamorrhage is over. 

As soon as the patient has recovered from shock, intravenous pyelography 
should be done, not as a guide to treatment, but to provide evidence that 
the opposite kidney is functioning normally 

The patient is kept strictly in bed and morphine is given as needed 
Each specimen of urine is kept in a separate glass labelled with the date and 
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time of passing—-this is the only satisfactory method of estimating whether 
the renal bleeding is lessening or not. The question of whether the renal 
injury is associated with any lesion inside the peritoneum, though all- 
important, is not always easy to answer, for severe renal injury is nearly 
always associated with a temporary ileus which may suggest an intra- 
peritoneal lesion. If there is any doubt the abdomen must be opened and 
explored. 

Expectant treatment must be discontinued and the kidney explored it 
the pulse rate is rising or the bleeding does not lessen within a day. Opera- 
tion is also advisable if a swelling forms in the loin, for perinephric hama- 
tomas are very liable to infection. Blood transfusion is started and the kidney 
is approached through a lumbar incision. If it has not been possible to prove 
the presence of a functioning kidney on the other side by intravenous 
pyelography, the peritoneum should be opened and the other kidney 
palpated. 

Nephrectomy will naturally be indicated if the renal pedicle is torn or the 
ureter separated from the kidney, when there are numerous lacerations, or a 
clear exposure of the kidney cannot be obtained. If possible, ligate the 


vessels individually rather than ligature the pedicle en masse, for in these 


cases it is often very friable. Conservative surgery is essential when the 
function of the opposite kidney is in doubt. The tears may be sutured over 
a muscle graft, the wound packed or, where a portion of the kidney is 
infarcted, a partial nephrectomy may be done. 

Bladder and urethra.-Rupture of the bladder or urethra should be 
suspected in every injury of the lower abdomen until the patient passes an 
adequate quantity of normal urine. 

In investigating a patient who has sustained an injury or wound of his 
lower abdomen or pelvic region an attempt should be made to decide 
(1) whether there is any intraperitoneal lesion; (2) what damage the rectum 
has suffered; (3) whether there is any fracture of the pelvis; (4) the presence 
of injury to the bladder or urethra. Examination of the abdomen may 
indicate whether or not an intraperitoneal lesion is present. Blood coming 
from the external urethral orifice is good evidence of at least a partial 
urethral rupture. 

When an injury of the bladder or urethra is suspected the diagnosis 
must, if possible, be confirmed as a first step to any subsequent operation 
An attempt is made to pass a catheter, preferably in the operating theatre 
The catheterization must only be done under completely aseptic conditions 
with the patient anzsthetized, and after the glans penis and anterior urethra 
have been carefully cleansed. 

If:—(1) the catheter passes easily, there is no complete rupture of the bulbous 
urethra; (2) several ounces of clear urine are drained off by the catheter, there ts 
probably no intrapelvic rupture of the urethra or any rupture of the bladder; (3) 
only a small amount of bloodstained urine is drained off, suspect either an intrapelvi 


rupture of the urethra or a rupture of the bladder; (4) with the patient in Fowler’: 
position, an attempt is made to fill the bladder with a radio-opaque medium, suc! 
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as 2 per cent. sodium iodide, and the abdomen ts x-rayed, escape of the medium 
outside the limits of the bladder is proof of an intrapelvic rupture of the bladder or 
urethra. If the rupture is extraperitoneal, the medium will be located in the pelvix 
region. 


Cystoscopy is seldom necessary and is often misleading. Rectal examina 
tion must never be omitted 

Treatment.—l'reatment of a rupture of the intrapelvic urethra or bladder 
usually involves: 

(1) Toilet and examination of a penetrating wound if one is present 

2) Midline sub-umbilical incision. 

(3) Opening of the peritoneum if there is the slightest suspicion of any 
intraperitoneal lesion; repair of any injured viscera, including repair of the 
intraperitoneal tear of the bladder. 

(4) Formation of an iliac colostomy if any associated lesion of the rectum 
demands it. 

(5) Inspection of the inside of the bladder and removal of any foreign 
bodies. 

(6) Passage of a catheter by an assistant from the external meatus. Seeing 
and feeling the tip of the catheter in the bladder is proof that the urethra is 
intact. 

(7) Establishment of liberal suprapubic bladder drainage and drainage of 
the cave of Retzius 

Any intraperitoneal tears in the bladder must be closed with a single layer 
of interrupted sutures, and unless they are at the bottom of the retrovesical 


pouch this is not difficult. Extraperitoneal tears in the bladder do not need 


suturing, although there is no objection to doing so if it can be done easily 
and quickly. 

Intrapelvic rupture of the urethra. Even at operation the differential 
diagnosis between this lesion and an extraperitoneal tear of the bladder can 
be difficult owing to the bloodstained effusion. If the bladder is at all dis 
tended then the rupture must be below the vesical sphincter, and the 
diagnosis of a rupture of the intrapelvic urethra is confirmed 

A fully curved metal catheter is passed along the urethra to the point of rupture 
manipulated into the bladder and used to draw a self-retaining rubber catheter 
through the suprapubic bladder opening and along the urethra. A length of sill 
is attached to the eye of the rubber catheter and brought out of the suprapubs 
bladder opening, which is closed round a de Pezzer catheter 

If the fractured ends of the pelvis are displaced they should be manipu 
lated into position, and if possible the patient should be nursed on his side 
until his general condition is improved sufficiently for the fracture to be 
immobilized by a double hip plaster spica put on with the patient in the 
lateral position. 

The silk ligature which was led out of the cystotomy wound can be used 
to change the self-retaining catheter after a week or two. An indwelling 
catheter should be maintained until a urethrogram shows no sign of 


extravasation 
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By RONALD BELSEY, MLS., F.R.C.S. 


Surgeon in charge, Department of Thoracic Surgery, Frenchay Hospital, Bristol 


INJURIES to the chest caused by civil and domestic accidents are already 
common, and bid fair to rise in frequency with the increasing hazards of 
‘civilization’. Road accidents and falls are the perennial sources of crush 
injuries of the chest, but the growing tendency of young thugs to arm them- 
selves with sheath knives and firearms and to resort to the use of these 
weapons with shocking irresponsibility, is demanding of the general prac- 
titioner at least a working knowledge of the more urgent complications of 
perforating chest wounds and their first-aid management. Suicides still 
attempt to shoot themselves through the heart, but their knowledge of 
anatomy and sense of direction are sadly at fault and the result is not in- 
frequently a non-lethal tangential chest wound. We pride ourselves on 
being a sporting nation but at times conduct our field sports with such dis- 
regard for the rules of safety that serious accidents in the shooting field are 
still happening with distressing frequency. It is not only the trigger-happy 
sportsman discovering afresh the incompatibility of gunpowder and alcohol 
who causes the accident, or the lunatic who carries a gun on the tractor or 
pulls a loaded gun by the barrel off a hay cart, but equally the thoroughly 
responsible ‘gun’, through some lapse, apparently trivial, but with disastrous 
potentialities. 

The lives of many of these victims can be saved by prompt and informed 
first-aid treatment, and it is with this aspect of the problem that the general 


practitioner is mostly concerned. It is essential that he be able to appraise 


the nature of the injury by a swift examination, that he know what com 
plications to look for and the order in which these threaten the patient’s life 
he must be prepared for the dramatic swiftness with which these complica- 
tions can develop, be they respiratory insufficiency resulting from para- 
doxical movement of the chest wall or a tension pneumothorax; concealed 
hamorrhage and anoxemia; bronchial obstruction by blood clot; or cardiac 
tamponade by a hamopericardium. While expert help is being enlisted much 
can be done to control these complications by the practitioner fore-armed by 
an awareness of the likely consequences of the various chest injuries seen in 
civil practice, and equipped only with the apparatus he normally carries in 
his bag. 

Having undertaken whatever steps he may deem necessary to avert the 
immediate danger to the patient’s life, the practitioner will be well advised 
to move the victim to hospital as soon as transport is available, rather than 
await recovery from the initial shock, as by and large these cases travel more 
safely at an early stage than later. It has been said that no patient is too ill 


February 1953. Vol. 170 (134) 





CIVILIAN CHEST INJURIES 


to stand a ‘portable’ x-ray examination of the chest, and once in hospital this 
examination must of necessity precede the more exact diagnosis of the extent 
of the trauma, and the definitive surgical treatment, but it is equally true 
that a careful physical examination of the patient and his chest may afford 
far more valuable information than can be gleaned from an x-ray chest 
film of a patient too shocked to cooperate or to sit up. 

For convenience, chest wounds are classified as closed or crush injuries, 


and open or penetrating, depending upon the mode of injury. Each group 


presents its own particular problems of management. ‘The crush injury is 


the more commonly encountered in civil practice, but penetrating wounds 


appear to be increasing parallel with the rise in criminal assault 


CLOSED OR CRUSH INJURIES OF THE CHEST 

Wounds of this category vary in severity from simple mb fractures caused 
by a direct blow on the chest wall, to multiple nb fractures, with ‘stoving 
in’ of part of the chest wall and varying degrees of intrathoracic damage, the 
result of crushing injuries or run-over accidents. Simple rib fractures are 
painful and inconvenient but not dangerous, except in the elderly, in whom 
the interference with coughing and the restriction of chest movements and 
ventilation may precipitate a fatal pneumonia. ‘The ‘stove-in’ or ‘flail’ chest 
is associated with paradoxical movement of part of the chest wall and gross 
impairment of the normal mechanics of the chest, sufficient to jeopardize 
ventilation. ‘hese more severe injuries are usually complicated by hamor 
rhage into the pleural cavity from torn intercostal vessels; by contusion and 
laceration of the lung, pneumothorax, and ‘surgical’ emphysema of the 
tissues of the chest wall; and by bronchial obstruction by blood clot and 
mucus, which the victim cannot expectorate owing to the damage to the 
thoracic cage. ‘Surgical’ emphysema, although it may spread with alarming 
swiftness and threaten to envelop the entire patient, is not dangerous and 
calls for no special attention other than as an indication of damage to the 
lung. ‘The larynx does not become involved as has been suggested in some 
textbooks. ‘The emphysema interferes with both the physical and radio- 
logical examination of the chest; it may occur without a pneumothorax 
when an adherent lung is lacerated, but its development usually indicates a 
continued leak of air from the lung and the risk of a tension pneumothorax 
A marked shift of the mediastinum away from the injured side of the chest, 
especially if accompanied by dyspnoea and cyanosis, is sufficient justifica- 
tion for the immediate insertion of a needle into the pleural cavity to relieve 
the tension. ‘This may prove a life-saving manceuvre 

It is inevitable that severe crush injuries of the chest with multiple rib 
fractures be accompanied by tearing of intercostal vessels, but it is unusual 
for an exsanguinating haemorrhage to occur from this source, and only 
rarely is it necessary to intervene to check the bleeding. Hamoptysis from 


contusion or laceration of the lung should suggest the risk of atelectasis duc 
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to bronchial obstruction by clot, more especially when coughing is inter- 
fered with. Massive collapse, sometimes of the opposite lung, is much more 
likely to be due to this cause, and it is not necessary to invoke any more 
obscure theory to explain the collapse. Paradoxical movement of an extensive 
area of chest wall may alone be sufficient to cause severe dyspnaea and 
cyanosis. 

In young subjects with elastic chests a compression injury has been 
known to cause rupture of a large vessel, such as the subclavian, without 
causing any bone damage. Signs of a rapidly increasing pleural effusion and 
deepening shock indicate such a state of affairs, but again spontaneous 
arrest of the hamorrhage into the chest nearly always occurs before it 


becomes obvious that surgical intervention is necessary. 

Traumatic rupture of a bronchus is a rare but interesting complication of 
crush injuries. ‘The whole lung may be sheared off the mediastinum, and it 
is then unlikely that the victim will survive. ‘The bronchus alone may be 
ruptured, and lead to mediastinal emphysema, spreading into the neck, or 
pneumothorax ; atelectasis, hamoptysis, and wheezing may also be observed. 


The diagnosis can be confirmed on bronchoscopy, and prompt operative 
repair of the bronchus may save the lung as well as the patient. If the patient 
survives the early phase untreated,-a stricture of the bronchus will probably 
develop and lead to infection of the lung. Resection of the stricture and 
end-to-end anastomosis of the bronchus are known to be possible and may 
prevent infection and destruction of the lung. Rupture of a bronchus has 
been known to follow a comparatively minor injury with little or no damage 
to the chest wall. If infection and bronchiectasis are already established by 
the time the stricture is recognized, a resection of the whole lung may 
ultimately be necessary. 

When confronted by a run-over accident case the practitioner should bear 
in mind the possibility of traumatic rupture of the diaphragm and eviscera- 
tion of the abdominal contents into the pleural cavity; unless he does so he 
may be unable to interpret the confusing physical signs. ‘Traumatic ileus 
may eliminate temporarily the bowel sounds regarded as characteristic of 
this condition, and the signs may suggest a tension pneumothorax as the 
mediastinum is often shifted away from the side of the lesion; the complete 
absence of any surgical emphysema, however, should cause the physician to 
pause and think before inserting a needle into the chest and perforating the 
intestine. ‘he diagnosis of combined abdomino-thoracic crush injuries may 
be virtually impossible on physical examination alone. Shock may be due to 
haemorrhage from the liver or spleen rather than into the chest. Board-like 
rigidity of the abdomen, suggesting an intraperitoneal lesion, is not in- 
frequently seen in cases of injury confined to the lower chest, especially if 
the pleura or mediastinum is damaged. 

Blows on the anterior chest wall from violent contact with the steering 
wheel of a car are thought to lead to contusion of the heart; prolonged 
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periods of tachycardia accompanied by electrocardiographic changes may 
incapacitate the victim for some time, but the organ seldom becomes avail- 
able for more thorough examination and the nature of these lesions is 
imperfectly understood. 

A further complication that can arise following any trauma to the chest, 
sometimes trauma of minor degree, is acute dilatation of the stomach. Vhe 
reflex mechanism responsible is little understood. Its recognition is im- 


portant: a rising pulse rate, abdominal distension, and a stomach ‘splash’ 


are the early signs, but if diagnosis is delayed until vomiting begins the 
victim may already have lapsed into the moribund state from which no 
treatment can retrieve him. ‘The passage of a stomach tube will both con- 
firm the diagnosis and rapidly relieve the condition. 


PENETRATING CHEST WOUNDS 
The damage caused by a perforating chest wound is governed by the type 
of missile or weapon responsible, the extent of the wound in the chest wall, 
and the intrathoracic organs involved. ‘hese wounds are usually arbitrarily 
classified as open or closed, depending upon whether there is an open suck- 
ing wound of the chest wall with free communication with the pleural 
cavity, or a smaller wound of the self-sealing type. 

With the smaller perforations caused by bullets or knives the immediate 
risk is from hemorrhage, concealed or obvious, but a pneumothorax may 
follow. The heart is in the centre of the target area, and if the victim sur- 
vives a penetrating wound of one of the heart chambers, a hamopericardium 
may lead to the rapid deterioration of his general condition and the typical 
signs of cardiac tamponade: a falling systolic blood pressure, venous en- 
gorgement, and peripheral cyanosis. Here again, prompt diagnosis followed 
by aspiration of the pericardium may have dramatic results. 

When larger defects of the chest wall result from the injury an open 
sucking pneumothorax leads to collapse of the lung, or both lungs, and 
gross interference with ventilation proportional to the size of the wound. 

The effect of bullet wounds of the chest is governed by the weight and 
velocity of the bullet. Low velocity bullets, such as .22 rifle bullets and small 
calibre pistol bullets, the type usually encountered in civil practice, may do 
relatively little damage unless a bone or some major vessel is struck, and 
lack the ‘stopping’ power end tendency to deformation on contact with soft 
tissues so characteristic of military and high velocity sporting bullets, which 
are fortunately seldom employed by thugs owing to the difficulty of con- 
cealing the weapon. Shot guns discharged at close range deliver the most 
hideous and extensive wounds, and when used by suicides are nearly 
always successful. Peppering at ‘sporting’ ranges rarely causes any serious 
damage to the chest other than an occasional pneumothorax due to perfora- 
tion of the lung. 

Civilian gunshot and penetrating wounds of the chest also differ from those 
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sustained during military action, by virtue of the availability of facilities for 
early definitive surgical treatment, and the lower incidence of infection. But 
recovery from these wounds may depend upon the efficiency of early first 
aid and treatment, such as the prompt plugging of a sucking chest wound by 
an occlusive dressing. ‘lhe life of a small boy who ran into the back of a bus 
and impaled his chest on the handlebar of his bicycle was recently saved by a 
passer-by who had the sense to plug the sucking wound with the boy’s own 
neck-tie. Early surgical attention and chemotherapy averted any infection 
following the use of this unorthodox dressing. 

‘The combination of abdominal and thoracic trauma may be inferred or 
suspected from the position of the entry wound and the direction of the 
missile, if this can be ascertained, but in the presence of abdominal pain or 
rigidity the possibility of intraperitoneal damage should be considered 
irrespective of the location of the entry wound. There is little the practitioner 
can do in these circumstances, other than treat the chest wound on its 
merits and accelerate the transfer of the victim to hospital, where in the 
majority of instances the abdominal injury will be given the priority it 


demands over the chest lesion. 


MANAGEMENT OF SPECIFIC CHEST INJURIES 

Simple rib fractures.—\f uncomplicated by any damage to other thoracic 
structures these rarely call for any treatment. The time-honoured method of 
strapping the chest usually increases the discomfort. In elderly patients 
whose ability to cough is impaired by pain, an injection of local anesthetic, 
especially of the rapidly diffusing type used by dental surgeons, into the 
site of the fracture may produce immediate relief. ‘The services of a physio- 
therapist, breathing exercises, and penicillin should prevent the develop- 
ment of pulmonary infection from lack of ventilation and stagnation of 
secretion in the bronchial tree. 

Persistent intercostal neuralgia is uncommon following simple rib frac- 
tures and is usually relieved by a single injection of local anasthetic—or by 
settling the patient’s claim for compensation. 

Multiple rib fractures: the ‘flail’ or ‘stove-in’ chest.--This more severe 
injury is usually complicated by a hamopneumothorax and surgical em- 


physema due to laceration of the lung and intercostal vessels, but the 


immediate concern of the practitioner is the control of the paradoxical 
movement of the stove-in portion of the chest wall and the attendant inter- 
ference with ventilation and coughing. Strapping with ‘elastoplast’ or 
support by a large wool pad and crépe bandage is here essential, and manual 
support of the chest wall while the patient is urged to cough at frequent 
regular intervals may help him to clear his lungs of secretion and maintain 
a free airway. More effective still is a plaster of Paris ‘cuirass’ applied over 
the ‘elastoplast’ and extended well beyond the limits of the unstable portion 
of chest wall. The surgical emphysema of the chest wall does not call for 
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any special treatment, but may necessitate the frequent re-application ot 
the strapping. ‘The chest wall will stabilize itself within a few days 

It is useless to administer oxygen to a patient whose inability to breathe 
is due to the mechanical derangement of the thoracic cage and obstruction 
of the bronchial tree by retained secretion, until these factors have already 
been dealt with. 

Traumatic hamoptysis.The risk here springs not from blood loss, but 
from bronchial obstruction by retained blood clot and the inevitable 
atelectasis that follows. ‘The traditional use of morphine and its derivatives 
to control the hemoptysis cannot be too strongly deprecated, as by de 


pressing the cough reflex it greatly increases the risk of atelectasis. ‘The 


patient can be given a non-depressant sedative to allay his anxiety a 
hemoptysis can be a frightening experience—but every effort should be 
made to help him to maintain a free airway by encouragement to cough, 
and postural drainage if necessary. ‘There is little evidence that coughing 
aggravates or perpetuates haemorrhage from the lungs. 


rRAUMATIC PNEUMOTHORAX 
Unless complicated by atelectasis or mediastinal displacement this con 
dition does not call for emergency treatment. If there is no persistent 
alveolo-pleural fistula or extensive laceration of the lung, absorption of the 
air and re-expansion of the lung will occur rapidly with the help of breathing 
exercises alone. 

A tension pneumothorax calls for prompt treatment. ‘The insertion of a 
large-bore needle into the pleural cavity may relieve the patient's distress 
with dramatic suddenness. The needle should be withdrawn when air 
ceases to escape, but the tension may build up again and the mancuvre 
have to be repeated. ‘The ‘indwelling needle’, fixed in position to the chest 
wall and connected to an under-water seal, is not an effective method of 
dealing with a persistent air leak; the needle rarely remains patent for more 
than an hour or two, and its point may lacerate the expanding lung and 
cause further fistula. A rubber catheter inserted into the upper part of the 
pleural cavity through a cannula introduced under local anasthesia, either 
anteriorly or just behind the axillary fold of the pectoral muscle, and 
connected to an under-water seal, will prove a far more etlective method; 
tension is relieved, rapid re-expansion of the lung is promoted, and no 
damage to intrathoracic structures can be caused by the catheter. In the 
presence of a persistent leak the catheter should be withdrawn every forty 
eight hours and re-introduced through a fresh puncture wound to avoid 
infection of the chest wall and a persistent sinus. Even extensive lacerations 
of the lung will seal off and heal with this treatment, and surgical inter 


vention is rarely called for. 


FRAUMATIC HAMOTHORAX 
Blood in the pleural cavity results inevitably in an inflammatory reaction 
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and fibrous thickening of the pleura, which in extreme cases may go on to 
calcification. It requires only a mild degree of pleural fibrosis to cripple the 
function of the underlying lung. ‘The quicker the blood is aspirated the more 
complete will be the return of normal function, and there is no evidence 
that early aspiration involves any risk of restarting the hemorrhage. Aspira- 
tion may have to be repeated on several occasions, as a serous effusion 
follows the presence of blood or clot in the cavity. Delay in aspirating in- 
volves the risk of missing the only opportunity of removing the blood before 
clotting occurs: a not uncommon sequel which impedes further aspiration 
and calls ultimately for a thoracotomy, removal of the blood clot, and de- 
cortication of the lung, the re-expansion of which is prevented by the 
organizing layer of fibrin lining the pleural cavity. Permanent disability and 
the necessity for these more extensive procedures can be eliminated if the 
importance of early aspiration is fully appreciated. 


rHE SUCKING CHEST WOUND OR OPEN PNEUMOTHORAX 
The victim will probably die unless the defect in the chest wall is quickly 
closed, and any sort of occlusive dressing can be used to plug the defect in 
an emergency. A large pad of wool wrapped in a piece of oiled silk, sheet 
rubber, or old rubber glove, strapped firmly over the wound by ‘elastoplast’, 
will stop the free entry of air into the pleural cavity on inspiration but will 
permit the expulsion of air round its edges as the patient coughs or strains. 
An intercostal catheter and under-water seal will assist expansion of the 
lung if severe dyspnoea is present. On admission to hospital the dressing 
should not be removed until the chest has been x-rayed, the extent of the 
intrathoracic damage diagnosed, and preparations have been made for 
surgical closure of the defect. Small defects are closed by débridement and 
suture of the chest wall in layers, assisted when necessary by sliding flaps 
of muscle and approximation of adjacent ribs. When the defect is large and 
there is considerable loss of tissue from the chest wall, replacement of the 
occlusive dressing and suction drainage of the pleural cavity through a 
catheter may prove the more effective method; secondary suture of the 
wound or skin grafting can be attempted when the pleural cavity has been 
obliterated and the lung is adherent to the chest wall round the margins of 


the defect. 


SMALL, ‘SELF-SEALING’, PENETRATING CHEST WOUNDS 
By ‘self-sealing’ is indicated the absence of a free communication with the 
pleural cavity or a ‘sucking’ wound. Again, a pneumothorax or tension 


pneumothorax may develop as the result of perforation of the lung, but the 
track of the missile through the lung tissue is surrounded by a zone of con- 
tusion and intra-alveolar hemorrhage which usually prevents the escape of 
any significant quantity of air into the pleural cavity. ‘The greater risk is of 
concealed hemorrhage from damage to a major vessel, or even the heart 
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The practitioner's greatest concern is to assess the degree of shock and to 
determine whether or not it is being aggravated by continued hemorrhage. 
He may be in a position to give the patient a transfusion of blood or plasma 
before he can be moved. Of equal importance, however, ts the possibility 
that the decline in the patient’s condition may be due to collapse of the lung 
by the extent of the hamorrhage into the pleural cavity, or to a hamo- 
pericardium, both of which embarrassments can be relieved in an emergency 
by the practitioner with his aspirating syringe and needle 


THE MANAGEMENT OF RETAINED FOREIGN BODIES 
Whereas in time of war most retained foreign bodies were heavily con- 
taminated, leading to gross infection if not removed at an early stage, in 
civil practice the reverse is true. It is the penetrating wound and its com- 
plications that require treatment and not the retained foreign body and, 
although the latter can be removed, should a thoracotomy be necessary on 
other indications, its presence may cause few if any sequela, unless the 
patient is acutely aware of its presence, and is anxious. In fact, one of the 
few indications for its subsequent removal is the anxiety of the patient. 


MANAGEMENT OF TRAUMATIC DIAPHRAGMATIC HERNIA 
After recovery from the initial shock of the accident and assuming no other 
damage is present, the patient may be little inconvenienced by the presence 
of bowel within the pleural cavity. ‘The hernia may be diagnosed for the 
first time years later as the result of a mass x-ray examination. ‘This type of 


diaphragmatic hernia, however, is one of the more dangerous varieties and 
surgical repair should be undertaken at the earliest opportunity. Owing to 
the development of adhesions, torsion, strangulation, and gangrene of bowel 


can occur at any time with little warning, if the hernia is left untreated 


MEDICO-LEGAL ASPECTS OF CHEST WOUNDS 
‘The practitioner may become involved when his patient, having apparently 
recovered from some chest trauma, the result of an accident, complains of 
persisting symptoms and sues for damages or compensation. ‘The prac- 
titioner may be expected to express an opinion on the disability. ‘The symp- 
toms of which the patient complains are usually pain, localized tenderness 
of the chest wall, and dyspnoea. In fact, chest injuries rarely cause any per- 
sisting symptoms; in the absence of any obvious limitation of movement of 
the chest wall and, assuming an x-ray of the chest reveals no intrathoracic 
lesion, even the dyspnara can be largely discounted. Consideration of the 
relationship, or lack of it, between the site and type of the injury and that of 
the persistent pain and tenderness may throw grave doubts on the organic 
basis of the patient’s complaints, Settlement of the claim by a lump sum 
usually results in the immediate disappearance of all symptoms 
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FRACTURES OF THE SPINE 

‘THE treatment of fractures of the spine requires specialized knowledge and 
experience, as has been shown by the vastly improved results (if associated 
with paraplegia) when these cases are collected into centres for spinal 
injury. On the other hand, in the diagnosis and early management of the 
fractured spine, the practitioner has a very great responsibility, as well as 
later, during his contacts with the patient at home in the final stages of his 
rehabilitation and return to work. In the final stages of rehabilitation after 
a fractured spine, psychological factors play a very important part; many 
cases of permanent disability, especially after spinal injuries sustained at 
work, are purely psychoneurotic. While the patient is in a properly organized 
fracture centre, in which an enthusiastic atmosphere and a spirit of optimism 
prevail, the psychoneurotic element may be held in check, but on returning 
home, incompletely rehabilitated (sometimes because of lack of accommoda- 
tion in hospital), he may tend to dwell morbidly on his condition and often 
the casual remarks of those about him may increase his disability by bringing 
to his notice cases with the same sort of injury who have ‘never been right 
again’. All too often it is the relatively minor fracture of the spine which 
develops the most disabling of psychoneuroses. ‘The ‘minor’ fracture of the 
spine is the one most likely to be sent home after a perfunctory two or 
three weeks in hospital. In his close contact with the patient at home, the 
practitioner will be unable to reassure the patient effectively unless he 
himself is fully conversant with the aims and principles of modern treatment 
of fractures of the spine. 

Diagnosis and early management. Severe fractures of the spine are easily 
diagnosed if they produce local pain and inability to move, or show the un- 
mistakable signs of paraplegia. ‘he only problem in this case is how much 


the patient ought to be disturbed in order to examine him. If it is considered 
desirable to inspect the back, there is no danger in rolling the patient on to 
the side, provided that he is conscious, and provided that there is enough 


assistance available to do this so that the pelvis and legs move as one piece 
with the shoulders. In the conscious patient, spasm of the muscles will 
prevent any gross movement of the fractured spine. 

In transferring fractures of the spine to hospital it was at one time taught 
that injuries in the thoracic and lumbar regions were best carried face down 
because, in theory, this will prevent further flexion of the spine and flexion is 
the most common mechanism producing the injury. But experience has 
shown that there is no special advantage in this method and, in general, 
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the patient is best transterred with the least possible disturbance and in the 
position in which he is found. 

The diagnosis of mild fractures of the spine, often of the impacted type, ts 
often a matter of considerable difficulty. It is a common experience to 
find these cases overlooked until they may be x-rayed three or four weeks 
later for residual symptoms. Fortunately, such oversights cannot have any 
organic ill-effects on the patient but may well accentuate litigious tendenctes 
and compensation neurosis. ‘The main harm in such errors is to the doctor's 
reputation, though non-litigious patients will be deprived of the com- 
pensation which is their due 

In the diagnosis of mild fractures of the spine, it is interesting to note the 
difference in the clinical pictures presented by a mild impacted fracture 
of the spine and a tear of the lumbar muscles (often complicated by fractures 
of the transverse processes). Speaking generally, the mild compression 
fractures of the spine have relatively little pain at the time of the injury 
This may be because they are often somewhat shocked, which tends to dull 
the feeling of pain. It is also in part due to the impaction which prevents the 
movement of the fractured parts on each other. On the other hand, rupture 
of the lumbar muscles, with or without fracture of the transverse processes of 
the lumbar spine, is usually an extremely painful condition; the patient ts 


often very demonstrative, tending to writhe about in agony and without the 
slight apathy of even mild shock. In contrast to fractures of the pelvis (which 


are never impacted), a patient with a compression fracture of the spine will 
often get up from the site of the injury and walk away. ‘This was often 
noticed by medical officers in charge of parachute training regiments who 
learned to x-ray the spine of a man who made light of an injured back, and 
not to be surprised by a negative x-ray in a man removed from the jumping 
site by ambulance in the greatest agony. . 


TREATMENT OF FRACTURES OF THE SPINI 

‘The treatment of a fractured thoracic or lumbar spine is vastly ditlerent 
if paraplegia is present, or not 
The Fractured Spine without Paraplegia 

‘Two vigorous schools of thought exist which advocate rather different 
approaches to the treatment of the fractured spine. One school upholds 
the reduction of deformity and its maintenance by a carefully moulded 
plaster jacket; the other advocates early movement without plaster fixation 
and with acceptance of the deformity. In practice, the majority of surgeons 
follow an intermediate course, taking features from both these forms of 
treatment according to what they consider to be the requirements of the 
individual case. ‘The principles of the rival schools are of interest and may 
be stated in the following way. 

Early movement and acceptance of deformity. —It is maintained in favour 
of this procedure that after an uncomplicated fracture of the spine the 
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majority of the patients who are absent from their work many months are 


absent for psychoneurotic reasons. It is believed that these are accentuated 
by the ordeal of a plaster jacket and that there is a greater chance of im- 
pressing the patient with the comparative insignificance of his injury if 
plaster treatment can be avoided. But even excluding a psychoneurotic ex- 
planation, advocates of this school believe that many cases treated in plaster 
for three or four months may, in fact, be genuinely painful until the spine 
has become supple after the period of fixation. 

The theory of early mobilization without plaster fixation depends upon 
the knowledge that the cancellous bone of the spine unites rapidly and that 
the fracture becomes free from motion in four to six weeks. 

‘lo support their contention that the deformed position of the spine does 
not necessarily impair the mechanics of the whole body, the advocates of 
this method exhibit cases of gross deformities of the back (often in which 
the absence of paraplegia would seem miraculous) in men back to full work 
at the coal-face or indulging in violent sports such as wrestling. 

In the regime of early movement, the patient is confined to bed for four 
to eight weeks, during which time he is given daily active hyperextension 
exercises, while lying on his face, so that the erector spina is increased in 
strength. On getting out of bed, he is taught to walk in an erect position, 
so as to throw his weight backwards on to the posterior articulations of the 
spine and thus keep his body weight from the anterior parts of the vertebral 
bodies, which will occur when walking in the slouched position. 

‘The advocates of early movement believe that many of the ‘reductions’ 
secured by hyperextension of the back cannot be held by plaster. Many 
‘reductions’ occur as a result of producing a gap in the cancellous bone, 
which is inevitably obliterated by collapse of the reduced position as soon 
as weight-bearing starts. Many ‘reductions’ take place at flexible inter- 
vertebral discs above and below the injured site, and these will obviously 
resume their original size when the plaster is discarded. In short, the advo- 
cates of this school believe that a trivial improvement in position is not 
worth the disadvantages accruing from plaster fixation. 

Plaster treatment. Yhose who advocate treatment by plaster believe 
that if the spinal deformity can be corrected it is only rational that at least 
some attempt should be made to do so. In this school it is emphasized that 
muscular exercises are not neglected. The patient in plaster is capable of 
even greater muscular exercise, because the spine is protected by the plaster, 
than the patient without support. Lorenz Bohler, who enthusiastically 
advocated this method, believed that when the plaster is removed, by proper 
gymnastic rehabilitation the patient’s spinal muscles should be stronger 
than before the injury. It is maintained that, correctly used, the patient's 
spine should rehabilitate inside the plaster and that the patient, on removal 
of the cast, should be so strong that he does not require support of any kind. 

An attractive feature of this method is the short duration in an acute 
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fracture ward; but herein may lie danger. The temptation to send the 
patient home in plaster may be the start of psychological deterioration 
With good rehabilitation throughout the period of plaster fixation, on the 
other hand, there is no doubt that the supporters of this school are able to 
substantiate their claims 

In practice, most surgeons adopt features of both methods, often starting 
with early active exercises in bed, and then tending to let the patient return 
home in a plaster jacket to finish rehabilitation with attendances as an out- 
patient at gymnastic classes. 

Fracture of the Spine with Paraplegia 

‘The experience now available from spinal centres which have concentrated 
on the treatment of traumatic paraplegia is beginning to produce most 
interesting information. ‘The debunking of traditional ideas, which have 
caused such 2 great deal of confusion in the understanding of this com- 
plicated subject, has brought a refreshing idea of simplicity to the problem 
The new and inspiring emphasis in this modern approach to traumatic 
paraplegia is based on the following facts: 

(1) It must be accepted that plaster sores will always follow any attempt 
to treat an anasthetic paraplegic in a plaster bed, no matter how frequently 
the patient be turned 

(2) The recovery of a reasonably effective form of micturition is not 
prevented by urethral catheterization and is indefinitely delayed by supra- 
pubic cystostomy. 

(3) A damaged cord which has not recovered in forty-eight hours will 
not recover. ‘he patient’s interests are then best served by directing all 


energies to preventing bed-sores rather than by hoping that prolonged 
immobilization may offer a chance of neurological recovery 
(4) Injuries of the spine at the level of the twelfth thoracic or first lumbar 


vertebra cause paralysis of the muscles controlling the hips by damage to 
the twelfth thoracic and first and second lumbar nerve roots outside the cord 
These roots behave like peripheral nerves in their ability to recover after 
injury and it is over the fate of conduction in these roots alone that the 
surgeon has some chance of mediating. 

The difference between a patient with a complete paraplegia at the level of 
the twelfth thoracic and first lumbar vertebra, and one which is incomplete 
because the extradural nerve roots have escaped damage at this level is quite 
dramatic. With root escape the pelvic muscles are strong and the patient 
has control of his hips, and is able to get about on caliper splints and sticks. 
Without root escape he is confined to bed or chair life. 

Houldsworth and Hardy (Sheffield) have recently brought these matters 
to light in important papers and demonstrations before the British Ortho- 
pedic Association (shortly to be published) and strongly advocate the 
operative treatment of fractures at this level. By operation the fracture 
can be accurately reduced, so removing pressure from compressed nerve 
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roots. By using strong internal fixation, by plates and screws attached to 
the spinous processes, the patient can be turned easily without any threat 
of bedsores and without the inevitable sequence of pitiable complications 
which reduce the unfortunate sufferer’s remaining months to a hopeless and 
too-long protracted existence. 

Even excluding the possible benefits to neurological recovery which may 
accrue from accurate reduction of the spine and rigid immobilization, there can 
be no doubt that internal fixation of fractures in the lumbar region is a most 
important advance in the humanitarian treatment of traumatic paraplegia 

With the exception of open reduction and internal fixation, the operative 
treatment of traumatic paraplegia has little to offer. ‘The mere exposure of 
the damaged cord in the hope of producing a decompression is utterly 
valueless in fractures of the spine, although there are frequent occasions 
when the surgeon feels that he would like to perform it only to show that 
every possible chance for recovery has not been missed. 

‘There is one possibility in which laminectomy may be helpful in traumatic 
paraplegia: the acute and massive prolapse of a whole disc as a result of a 
severe flexion injury. ‘These cases, which are rare, are those in which there 
is minimal radiological injury to the spine. Massive disc prolapse hardly 
ever seems to occur where this is an overt fracture; presumably because 
in a fracture of the spine the violence needed to expel the nucleus pulposus 
is expended on the cancellous bone. It is possible that in the past many 
of these massive disc lesions have been misdiagnosed as ‘concussion’ or 
‘contusion’ of the cord in the absence of radiological evidence of fracture. 
Even in cases of massive disc protrusion, without fracture, the results of 
removal of the protruded mass are not good if the pressure has been exerted 
on the cord, and by no means perfect if on the cauda equina 
Fractures of the Spine at Different Levels 

By far the most common site of fracture of the spine is at the junction 
of the thoracic and lumbar curvatures where the maximum movement of 
the spine takes place. Injuries at other levels have certain special features 
which are worthy of a brief note. 

Fractures of the thoracic spine are commonly associated with protound 
paraplegia, because of the largeness of the spinal medulla and the smallness 
of the spinal canal. Without paraplegia, injury at this level is a relatively 
trivial matter, because the spine is splinted by the thoracic cage. A common 
injury at this level is the mild compression fracture, which requires no 
treatment, produced by convulsive therapy for mental disease. 

Fractures in the cervical spine have a high mortality from quadriplegia 
Quadriplegia is more common in pure dislocation of the neck than in 
fracture-dislocation, because the latter may enlarge the calibre of the spinal 
canal at the level of the lesion, and so the cervical medulla may escape 


compression. In dislocation of the cervical spine the lumen of the canal is 


inevitably reduced, and the cord is pinched or severed. 
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As a general mechanical principle, it is customary to use long axis traction 
in treating injuries of the cervical spine during the first month or two after 
the injury. Traction is best applied by Crutchfield’s tongs applied to the 
vertex of the skull. Because this skull-traction caliper is so much more 
comfortable than any head harness it is even indicated in relatively minor 
injuries if the surgeon believes that traction is desirable. 


FRACTURE OF THE PELVIS 

Diagnosis. —A fracture of the pelvis is obvious if there is abnormal mobility 
as tested by ‘springing’ the pelvis, or if the injury is complicated by rupture 
of the bulbous or membranous urethra, as shown by the presence of free 
haemorrhage from the penis. Similarly, a fracture of the pelvis will be 
suspected if there is pain and bruising in this region after violence com- 
patible with the injury, such as a crush between vehicles or the passage of a 
wheel over the body. There exists, however, a common group of ‘minor’ 
fractures of the pelvis, without displacement, which result from relatively 
insignificant falls from moderate heights, in which it may be quite easy to 
overlook the diagnosis of a fractured pelvis. ‘Though this oversight may in 
no way jeopardize the patient’s recovery, it may have serious medico- 
legal complications. In these cases, there may be difficulty in assessing 
the significance of the manual test of ‘springing’ the pelvis, because pain 
evoked in this manner may be attributed to overlying bruises. ‘There are, 
however, two simple clinical facts which are in themselves enough to suggest 
the possibility of bony injury but which are often overlooked, perhaps 
because they are so simple: 

(1) A degree of shock not in keeping with simple bruises. 

(2) Inability to walk. 

Unlike a severe bruise with a tense hamatoma in the muscles and soft 
parts in the vicinity of the pelvis, which is often surprisingly painful but 
not shock-producing, a fracture of the pelvis will often be relatively painless 
and there will usually be some degree of shock, as shown by pallor, sweating, 
and a soft pulse, when the patient is seen an hour or two after the injury 
It is, of course, the presence of a slight degree of shock which renders the 
injury relatively painless. 

In taking the history of the accident, it is important to inquire whether or 
not the patient has walked away from the site of the injury; almost in- 
variably a patient with a fractured pelvis will lie where he fell and would be 
extremely unlikely to have taken even two or three steps after the injury 
In this respect minor injuries of the pelvis differ from impacted fractures 
of the spine. 

Treatment of the uncomplicated case. ‘The management of a fracture of 
the pelvis, without displacement of the fragments, and without complica- 
tions to hollow viscera, is simple. ‘Three or four weeks of bed rest, followed 


by a similar period of restriction to chair life, is all that is required in the 
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initial phases; this will be followed by three or four weeks of graduated 
return to activity and weight-bearing. After an uncomplicated fracture of 
this kind, a patient should be fit for light work in three or four months, and 
completely recovered six months after the injury. 

Whether a displacement is sufficient to warrant mechanical treatment is 
decided largely by the clinical examination of the pelvis rather than by the 
mere inspection of x-rays. Speaking in very broad terms, if no external 
deformity can be detected, then mechanical treatment is unlikely to be 
essential. Sometimes x-ray examination of the pelvis will reveal a much 
greater degree of separation of the pubic fracture than was suspected, and 
mechanical treatment to attempt to compress the pelvis from side to side 
may be reasonable; but even in these an excellent recovery is still possible 
without treatment. It is only when the urethra is ruptured that some 
attempt to reduce the width of the pelvis may be important in order to 
assist in reducing the distortion of the soft parts. 

A specially severe type of deformity demanding mechanical treatment is 
indicated by the shortening of one lower extremity. ‘This indicates that one 
half of the pelvis has been drawn up by the tone of the psoas and ilio-lumbar 
muscles. In these, traction will have to be applied to the tibial tubercle 
on the side of the fracture, with elevation of the foot of the bed, to draw 
down the fractured half of the pelvis, as in the treatment of a fracture in 
the region of the hip. Where gross widening of the pelvis demands reduction, 
this is best obtained by suspending the pelvis in a canvas sling supported 


from two overhead Balkan beams by counterpoised weights. 

‘The operative treatment of fractures of the pelvis, by attempting to wire 
the separated fragments of the pubis together, is one which it would seem 
unwise to encourage, though in theory very attractive. ‘The examples 
which have come to my notice have all had stormy postoperative recoveries, 
with a strong tendency to infection of the wound and to cutting out of the 
fixing wire. In the supine position, the forces tending to separate the 


fractured symphysis are very great indeed and the bone of the symphysis 
is not suited to being held by metallic fixation. 

Complicated cases.—'Vhe most common complications of fracture of the 
pelvis are those of the urethra and bladder in the male, and of the bladder 
in the female. Injuries to the rectum in closed injuries of the pelvis, although 
mentioned in textbooks, must be exceedingly rare, though it is, of course, 
common in penetrating wounds by gunshot complicated by fracture of the 
pelvis, and the treatment is obviously by the making of a temporary 
colostomy. 

Some confusion still exists among students regarding the initial handling 
of these complications, and this probably arises from certain traditional 
statements in the older textbooks. The student tends to get the impression 
that there is always a great danger of extravasation of urine and that this will 
be encouraged by the patient attempting to void urine after a rupture of the 
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urethra. Similarly, the decision whether or not to catheterize in a suspected 
rupture of the urethra may also offer difficulties. ‘The textbook phrase that 
‘on no account must the patient be allowed to pass urine’ is largely a 
traditional quotation because, after rupture of a membranous or bulbous 
urethra, the patient will always have an intense desire to micturate and 
will usually have tried to void urine on numerous occasions before the 
surgeon or practitioner will have seen him. So great is the spasm of the 
bladder neck, however, that micturition will be impossible for a long time, 
and the shock of the injury will help to prolong this time by suppressing 
any further secretion of urine. 

‘The dangers of extravasation of urine are falsely magnified by the disas- 
trous results which used to follow the spontaneous extravasation of grossly 
infected urine which often took place proximal to a stricture of the urethra. 
This is not a complication likely to follow acute rupture of the healthy 
urethra, and the extravasation of clean urine is no very serious matter if 
followed by reasonably prompt surgical intervention. 

With antibiotic cover and the universal availability of clean catheter sets, 
the examination of an injury to the pelvis cannot be regarded as complete 
until the urethra and bladder have been examined with a soft rubber 
catheter. If free bleeding is present from the end of the penile urethra, 
exploration with a rubber catheter will show whether rupture is complete 
or incomplete. If bleeding is not present, catheterization will show whether 
the bladder is full or empty, which will have an important bearing on 
deciding whether the bladder is likely to be ruptured or not. 

In the treatment of a fracture of the pelvis complicated by rupture of 
the bladder or urethra, the soft parts always take precedence over the 
mechanical treatment of the skeletal lesion. Only when the displacement ol 
the pelvis is very great may it he considered to have some bearing on the 
distortion of the soft parts, and need mechanical treatment be seriously 
considered in combination with genito-urinary surgery. 

Prognosis.With the exception of the late-effects of ruptures of the 
urethra, the end-results of fractures of the pelvis are excellent. Permanent 
disability, or chronic pain, resulting from a fracture of the pelvis is almost 
certainly the result of a traumatic neurosis. Perhaps the only exception 


responsible for severe organic pain after a fracture of the pelvis would be 


the pain arising in osteoarthritis of the hip-joint in cases in which a fracture 
of the acetabulum has complicated pelvic injuries 





INJURIES OF THE HAND 


By J. B. KINMONTH, MLS., F.R.C.S. 
Issistant Surgeon and Assistant Director, Surgical Professorial Unit, 
St. Bartholomew's Hospital; Reader in Surgery, University of London 


New methods of grafting tendons, bone and skin have greatly increased the 
potentialities of repairing injured hands. The early treatment is accordingly 
more important, for nothing must be done which will prevent the applica- 
tion of the new methods at a later stage. Most of the injuries will be treated 
at the outset by the practitioner who first sees the patient, and many of the 
lesser ones remain in his care throughout. It is important for him to be 
familiar with the more complex operations so that the early treatment may 
be planned bearing them in mind. 


rHE INITIAL TREATMENT OF MAJOR INJURIES 
‘The types of injury to the hand are numerous and the details of treatment 


vary with each individual case, but the principles remain the same and are 


similar to those for injuries elsewhere in the body. ‘The treatment of major 
hand injuries, such as those produced by extensive crushing and mangling 
by industrial machines, falls into two stages. ‘The first consists of the 
following measures: 

Excision or totlet of the wound.—Yhe surrounding skin is cleaned with 
a suitable grease-dissolving solution such as ether soap, then dried and 
painted with tincture of iodine. It is so important to obtain primary skin 
cover that the skin edges are not routinely excised as in other anatomical 
regions. Only badly lacerated devitalized and dirty fragments of skin are 
removed, Devitalized muscle and contaminated fascia are excised. Ischamic 
and hopelessly crushed fingers are removed, but kept on one side in case 
a splinter of bone from one of these may serve as a useful intramedullary 
peg. Internal fixation of a fractured phalanx or metacarpal often allows the 
early movements which are so important. Injured nerves are carefully 
sought and when necessary sutured with fine silk stjtches through the 
perineurium. This is always worth doing even in contaminated wounds, 
for the amount of foreign material in the suture is too small to cause harm. 
No attempt is made to repair injured tendons as a primary precedure. 

Skin cover of the whole wound must be achieved at the first operation 
in order to avoid sepsis and fibrosis, and consequent stiffness of the joints. 
So far as possible the working palmar surfaces of hands and fingers must 
be covered with full-thickness skin, and it is often possible to swing edges 
and flaps and suture them so that this is done, Avulsed or ‘degloved’ pieces 
of skin require special thought. If the blood supply is good they can be 
looked upon as pedicle grafts and sutured in position. Distally based flaps 
do badly and are best treated like ischemic or totally detached pieces by 
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excision of all subcutaneous fat and replacement as tull-thickness tree 
grafts. Deficiencies left at the end of the operation should be covered with 
Thiersch grafts from the thigh or arm. 

Light pressure with wool and a crépe bandage is applied tor the first four 
days, or longer if free grafts have been used, and the hand is moderately 
elevated to prevent oozing and hematoma formation. ‘lips of fingers of 
doubtful viability must be carefully watched, and bandages and posture 
adjusted if necessary. 

Vovements are started as early as possible. Even small degrees of active 
movement inside the dressings from the first day are of value in preventing 
stiffness. 

Antibacterial drugs are given trom the outset. Passive immunization 
against tetanus is achieved by an injection of 3000 units of antitetanus 
serum. Penicillin and a sulphonamide, such as sulphamezathine, provide 
a safe combination with a wide range of activity for prophylaxis against 
pyogenic organisms. 

Blood transfusion is necessary to counter the etfects of blood loss, which 
may be considerable. It is particularly important to correct anamia in the 
early days after operation to ensure the survival of digits or tissues with 
precarious blood supply. 

The final stage consists of reconstructive operations undertaken as soon 
as possible after the initial healing of the hand is complete and the risk of 
sepsis has passed. Full-thickness pedicle skin grafting may be necessary to 
provide working skin on palmar surtaces, or to provide cover for tendon 
grafting which is not possible under split thickness grafts. ‘The details otf 


the reconstruction cannot be described here 


MINOR INJURIES 
‘The general principles of wound cleaning, early skin cover and mobilization 
outlined for the treatment of major hand injuries are followed whenever 


they are applicable. Open wounds will be considered first; then closed in 


juries, such as contusions, sprains and simple fractures. ‘The possibility of 
nerve or tendon mjury must always be borne in mind in dealing with any 
wound in the hand. If doubt remains about either after clinical examination 
it will often be necessary to explore the wound to make certain 


INCISED WOUNDS 
Unless made by the surgeon with full antiseptic precautions, incised wounds 
must all be considered as contaminated and therefore be thoroughly 
cleansed. Grease and dirt are removed from the surrounding skin with a 
suitable detergent. ‘The wound itself should be irrigated with weak hydrogen 
peroxide, which is a good mechanical cleanser as well as bactericide. Bleed- 
ing from most small incised wounds, although freer than from contused or 
lacerated wounds, stops when the edges are brought together and sutured 





152 THE PRACTITIONER 


Should bleeding be severe, however, it must be stopped with artery forceps 
and ligatures. General anaesthesia. will be necessary for this and for any 
further exploration that may be needed to exclude nerve or tendon injury. 

Vecessity for suture.——It is not always necessary to suture incised wounds. 
The edges of smaller ones often lie in good apposition and are easily kept 
so by the dressing and bandage. Larger wounds seen some hours after 
infliction should also be sutured sparingly, only a few stitches being inserted 


to procure light approximation of the edges. 

Dressings... Dry gauze adheres to the wound and is painful and damaging 
to remove. It is better to apply a layer of petroleum jelly gauze of the tulle 
gras type next to the skin. It should be of wide mesh and without excess 


of jelly, otherwise the skin will become sodden and probably infected 
under it. ‘lo prevent this it is also wise to dry the wound and its surround- 
ings carefully with gauze, swab it with spirit or tincture of iodine, and allow 
it to dry again before applying the tulle gras. Dry gauze and an open-wove 
bandage are next applied, keeping the dressing as small as possible so that 
early movements will not be impeded. Undamaged fingers are left free. 
‘The dressing is left in place until the stitches are removed on the eighth 
day. Any intimation of infection such as persistent pain or throbbing in the 


wound indicates earlier inspection. 


LACERATED WOUNDS 

Lacerated wounds require more cleansing than incised wounds. Devitalized, 
hopelessly damaged and dirty fragments of skin or fascia need excision. 
Blood clot is carefully removed from the wound and haemostasis secured. 
As few ligatures as possible are left in the wound. ‘Temporary pressure by 
artery forceps, which should be of the pointed ‘mosquito’ type, will stop 
most small bleeding points. Light pressure, by means of wool and a crépe 
bandage applied for four hours over the permanent dressings, prevents 
oozing and haematoma formation. 

‘Triangular tears are common and if long, and particularly if the base of 
the triangle is placed distally, may have skin of doubtful viability near the 
apex. If so, they should be treated like ‘degloving’ injuries by removing 
subcutaneous fat to convert the ischemic part of the flap into a full-thickness 
free graft, instead of a pedicle graft with defective blood supply. 

‘Degloving’ injuries vary from small flaps and triangular tears to extensive 
injuries in which the whole of the skin and subcutaneous tissues of the hand 
and fingers may be avulsed like a complete glove. Such skin must be 
thoroughly cleaned and reapplied as a full-thickness free graft. All sub- 
cutaneous fat, fascia and fragments of veins or other structures remaining 
on the under surface of the skin are meticulously dissected off. ‘The surface 
of the hand itself, which is often clean and in relatively good condition, is 
treated secundum artem and the prepared skin applied to it. A large propor- 
tion of such a graft may be expected to take. The parts which fail to take 





make a good dressing in the early days and may be excised and replaced by 
split-thickness grafts as soon as it is evident that they have failed. Free 
grafts are sutured only at the edges and do not require any direct stitching 
on to the underlying hand. The method of dressing and after-treatment are 
important. ‘he dressings tend to adhere to the skin and to become hardened 
and solidified by blood and serum. ‘The best way to avoid this is to dress 
the wound with tulle gras on which is placed a layer of wool soaked in 
flavine emulsion, covered again with a further layer of tu/le gras. Further 
layers of cotton-wool are applied over this so that gentle pressure may be 
evenly applied. When the time comes, the dressing can be removed easily 
and quickly without pain or damage to the tissues. 

Where degloving and reapplication are extensive, immobilization is neces- 
sary in the first ten days to allow the free grafts to stick. ‘This necessitates 
splinting the hand and fingers in the position of rest, with a plaster slab 
bandaged on over the dressings and moulded so that the wrist 1s dorsiflexed 
a few degrees and the finger joints slightly flexed. ‘The thumb is partly 
opposed and flexed. The dressings are removed and the wound inspected 
on the fifth day. 

Skin loss.—Loss of whole thickness of skin is replaced at first by free 
split-thickness grafts stitched to the edges of the defect and dressed in the 
way described for ‘degloving’ injuries. It may be necessary in certain cases 
to replace these grafts at a later stage by full-thickness pedicles if the 
defects lie on those parts of the palmar surfaces liable to friction in manual 
workers, or in order to make tendon repair possible on the dorsal surface. 
Loss of partial thickness of the skin by scraping or abrasion and so-called 
‘brush burns’, however severe and extensive, should not be treated by 
grafting. ‘The grafts will not take, and are in any case unnecessary because 
epithelialization will occur without them. Extensive abrasions often respond 
well to treatment by exposure to the air and after initial cleansing. A crust 
forms and healing takes place under it like a burn treated by the ‘open’ 


method. 


CONTUSIONS AND BURSTING INJURIES 
Blunt injury to the hand leads to swelling, bruising and hamatoma for- 
mation, often with bursting of the skin and protrusion of subcutaneous fat. 
Hamatomas are evacuated by firm pressure, and protruding fat is excised 
if badly contaminated, but otherwise cleaned, pushed back, and the skin 
edges sutured with a few stitches. A pressure dressing is applied for the 
first six hours and the hand elevated. After that, elevation is continued 
and the fingers actively exercised. Fractures accompanying this type of 
injury are often chips or cracks, which respond far better to treatment of 
the adjacent soft parts by early active exercise than to immobilization. 
Energetic treatment is particularly necessary in the early stages. Neglect 
leads to painful, stiff, and perhaps permanently useless, hands 
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PULP INJURIES 
Incised wounds of the finger tips caused by meat choppers and knives 
may produce a guillotine amputation leaving a bare end of transected 


phalanx. This is a common injury, and there are two ways of treating it 
It may be covered by a free whole-thickness graft, or by a small pedicle 
graft. Free grafting allows early ambulation and is the most generally used 
method at the present time. The graft is cut under local anaesthesia trom 
the inner side of the arm, and it consists of the entire thickness of the skin 
down to, but not including, fat. It is trimmed to the exact shape needed, 
stitched to the cut edges of the pulp, and a light pressure dressing is applied 
and left unchanged for a week. The patient does not need admission to 
hospital for this, and in most cases the result is good. Sometimes the new 
skin adheres too closely to the bone end and is painful. If this happens the 
graft must be excised and a thenar or acromio-clavicular flap with a little 


subcutaneous tissue used instead. 


Finger tips nearly detached Fic. 2.--Result of replacing finger tips 
shown 1m figure 1 
Partial amputation of the finger tips can almost always be treated by 
sewing the detached parts back into place. The bulk of tissue needing a 
blood supply is small and finger tips often survive when hanging by a narrow 
isthmus which would be insufficient to nourish a larger bulk of tissue were 


the injury more proximal. Figures 1 and 2 illustrate this 


COMPLICATIONS OF MINOR WOUNDS 

Tendon injuries. Incised wounds caused by knives, glass and other sharp 
obiects call for a careful search for evidence of tendon injury. In general 
it is safest and most satisfactory to defer suture of cut tendons until the 
skin has healed and the danger of infection has passed. Many of them, par- 
ticularly the flexors, are difficult to repair and call for special thought and 
attention. It is sometimes justifiable to suture extensors tn the first instance, 
but only if the wound is clean and operation possible within a few hours 
of wounding. The management of tendon injuries has been amply described 
by Bunnell (1948), Kinmonth (1947), Pulvertatt (1948) and others 
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Nerve injuries.If the initial examination suggests that nerves have 
been injured, the cut ends are sought for in a bloodless field and sutured 
with the finest silk. Under good conditions the end may be accurately 
sutured avoiding rotation of the nerve and including only nerve sheath in 
the stitches. Even in unfavourable circumstances it is worth trying to 
approximate the cut ends with one or two fine stitches through the nerve 
sheath, as it will facilitate repair later. 

Vascular injuries..-Yhe vessels in the hand are too small for suture to 


be possible, but an embarrassed circulation may be helped in other ways 


Compression by tense hematomas and adema in fascial compartments, 
particularly at the wrist, may be relieved by longitudinal incisions, evacuation 
and haemostasis. 

Ischemic contracture of the palmar muscles may follow constriction by 
tight bandages or plaster. Encircling plaster bandages are therefore avoided 
completely in early treatment, and the circulation in the finger tips is 
closely watched. Complaints of pain call for immediate inspection to 
remedy possible circulatory obstruction. 

Penetrating wounds and retained foreign bodies. Penetrating wounds 
uncomplicated by injury to tendons, nerves or blood vessels are treated 
conservatively unless foreign bodies are retained within. All except very 
small clean foreign bodies are removed. Skiagrams should be taken in three 
planes with a metal marker strapped on to the skin near the supposed position 
of the foreign body. Fragments of glass are often difficult to demonstrate 
and skiagrams of varying degrees of penetration are necessary. A bloodless 
field is necessary for the search, but care must be taken not to alter the 
position of the foreign body from that shown in the skiagrams by applying 
an Esmarch rubber bandage. A needle lost in the palm may easily be moved 
in this way or it may be broken into fragments. Lister’s method of local 
exsanguination by elevation needs no rubber bandage and avoids these 
pitfalls. 

Some technical aids.—A bloodless field facilitates operations on tendons 
and nerves and the removal of foreign bodies. Blood is first expelled from 
the limb by Lister’s method of elevation, or by Esmarch’s method of 
wrapping a rubber bandage around it, starting from the fingers. A tour- 
niquet placed upon the arm then keeps blood out of the limb. The best 
tourniquet is a broad pneumatic cuff of the manometer type which is 
inflated to 220 min. Hg pressure. The usual way of |:eeping up the pressure 
in the cuff by clipping its connecting tubes with hamostats often fails 
because a leak allows the pressure to fall. A better way is to keep the cuff 
connected to an oxygen cylinder through a Williams’ cuff inflating tap 
(made by M.I.E. Ltd., London). It is important to apply the cuff evenly, 
taking care to avoid ridges or folds, particularly over the site of the neuro- 
vascular bundle on the inner side of the arm. A tourniquet like this may 
safely be left on for periods up to two hours. Tourniquet paralysis does not 
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occur from short periods of ischaemia like this, but from damage to the 
neurovascular bundle by excessively tight narrow tourniquets 

Operations on the palmar surface of the hand or fingers are often impeded 
by the fingers bending up and requiring retraction by the assistant’s hands 
which might be better employed in other ways. This can be avoided by 
using a ‘finger-board’ 
(fig. 3) made of soft 
non-resinous wood six 
inches square and about 
2 inch thick. Rubber 
tubing fixed by drawing 
pins holds back the fin- 
gers. It is sterilized by 
boiling. 


CLOSED INJURIES 
OF THE HAND 
Contusions and bruises 
of the hand without 
fractures or severance 
of important structures 
are treated by vigorous 
active exercises. Except 
in trivial injuries this is 
done under the encour- 
agementandsupervision 
of a physiotherapist, 
and is aided by such 
measures as radiant 
heat and wax baths. If 
soft part injuries are 


. Fic. 3.—The finger board. A useful aid in operations on 
not energetically treated che hand end Gasere 


from the start, stiffness 

and prolonged disability may result. The effects of disuse and immobiliza- 
tion can be quite remarkable, particularly in those extreme cases in which 
through fear or from other psychological reasons the hand becomes ‘frozen’. 
Joints stiffen, bone rarefies (Sudeck’s disease), skin and subcutaneous 
tissues atrophy, and the circulation stagnates. Such sequel are preventable 
by early energetic treatment, except in the rare cases in which psychological 
obstacles are too strong to be overcome. 

Nodular tenosynovitis in the palm is a minor disability following trauma 
at the base of a finger, usually the index or the little finger, which is less 
well recognized than its frequency warrants. A hard tender nodule about 
the size of a pea can be felt attached to the digital sheath between the distal 
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palmar and proximal digital skin folds. Until carefully examined it may 
seem to be attached to bone. It should not be treated surgically because it 
almost always subsides by itself in about six weeks. 

Strains of joints in the fingers and 
hand should be treated by vigorous 
active exercises. Pain is abolished most 
quickly in this way, although the 
patient must be warned that in some 
cases it may take several weeks before 
it goes completely. ‘The metacarpo- 
phalangeal joint of the thumb may 
need protection by strapping to avoid 
further strain in the early stages. 

Closed injuries to  tendons.—The 
flexor attachment to the distal phalanx 
may be completely or partly detached 
by a blow pressing the finger tip 
backwards. Complete detachment is 
treated by open operation, and the 
sooner it is done the easier it is to 
draw the tendon down to its insertion 
and hold it there with a Bunnell 


Fic. 4.—Subluxation with damage to flexor withdrawable steel stitch. Incomplete 
insertion. An injury best treated by 


active movement avulsion of the flexor insertion is 


recognized by the persistence of weak 


active flexion of the distal joint. It is easier to treat than complete avulsion 


Figure 4 is the skiagram of a man injured by the impact of a cricket ball 


on the finger tip. It 
shows a dorsal sublux- 
ation and avulsion of a 
chip of bone at the flex- 
or insertion. ‘Treatment 
by active exercises re- 
sulted in full function 
and absence of symp- 
toms in two weeks 
Ieulsion of the ex- 
tensor tendon insertion 
by a blow on the finger 
tip is also common. A 
small fragment of bone 
is often pulled off the “1G A fracture which may need open reduction 
distal phalanx with it 
Treatment is by fixation of the finger in plaster with the distal joint 
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hyperextended and the others flexed. In some cases, despite fixation for 
six weeks, the finger tip still droops and the joint may be painful. Open 
operation is sometimes advised, but it does not give better results because 
it is difficult to find good material to hold sutures. 
Fractures.-It is not possible to describe here the treatment of individual 
fractures of bones of the hand, but some general aspects may be considered 
Many fractures are stable with a mild degree of deformity which requires 
no correction. An example is the spiral 
fracture of the shaft of a metacarpal bone. 
Complete anatomical reposition could be 
obtained by continuous digital traction, 
but at the price of stiff joints. Partial 
immobilization by a dorsal plaster slab 
would merely interfere with active exercise 
of the hands and fingers. Such an injury 
is best managed by treating the soft parts 
by active exercises and ignoring the frac- 
ture. Full function is restored in three 
weeks. 
Unstable transverse fractures such as 
those at the necks of metacarpals need 
reduction and immobilization, but care 
must be taken not to impede movements 
of the unaffected digits which are actively 
exercised from the beginning. Unstable 
fractures of phalangeal shafts are often Ne 
difficult to treat by classical methods and Fic, 6.—Intramedullary fixation 
may need open reduction and internal Pe ee 
fixation to procure union without disabling deformity. Figures 5 and 6 show 
this. Closed manipulation failed to reduce this fracture because of tissues 
interposed between the fragments. Open reduction was therefore necessary, 
and was maintained by intramedullary fixation with a Kirschner wire 
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THE SURGERY OF TRAUMA 
WITH PARTICULAR REFERENCE ‘TO ATOMIC WARFARE 


By Sir HENEAGE OGILVIE, K.B.E., D.M., M.Cu., F.RLC.S. 


Consulting Surgeon, Guy's Hospital 


‘THe principles of wound treatment, worked out during the first world war, 
have been modified in subsequent wars only in such details as have been 
dictated by the arrival of new accessory methods. ‘These principles are 
absolute; but few surgeons see more than one war in a lifetime, and those 
who come to undertake the work seldom think of turning to the past. In 
each war a fresh generation of surgeons announce as discoveries principles 
they could have learned for the asking. 

In any war the treatment of casualties is a humanitarian, to some extent a 
utilitarian, service, but one that must be secondary in importance to the main 


aim of winning the war, the only means by which further casualties can be 


prevented. At home, men, money and factories must be devoted to making 


weapons rather than medical supplies. ‘Trains, ships and road transport 
must carry troops and munitions in preference to hospital personnel and 
stores. In the field, guns and fighting units must have first choice of sites, 
and returning ambulances must clear the roads for supplies and reinforce- 
ments being rushed up to the line. Casualties are no longer fighting material 
and they must be got out of the fighting zone as quickly as possible, and the 
more severe the battle and the more doubtful its issue, the faster and the 
farther must they be evacuated. ‘The scope of the surgery in any campaign, 
and the methods that can be used, are dictated by such considerations rather 
than chosen on scientific grounds. 

‘The principles that emerged from the first world war have the permanence 
of basic truth, and they must remain the basis of war surgery. | can only 


summarize them in a series of statements. 


rHE BASIC PROCEDURE OF WARK SURGERY 
The progress of any wound other than a surgical one inflicted under sterile 
conditions is divisible into two stages, those of contamination and of in- 
fection. In the stage of contamination, bacteria are present on the surfaces 
of the wound, lying on the dirt with which they have been introduced. In 
the stage of infection the bacteria have multiplied on the blood clot and dead 
tissues of the host and have invaded the living tissues bordering the wound 
‘The interval between contamination and infection is an indefinite and 
variable one, its length depending upon the number of bacteria that have 
been introduced, on their virulence, on the amount of dead tissue available 
to them, on the temperature of their surroundings and on many other factors, 
but it may be roughly estimated at six hours. This six-hour interval pro- 
vides a grace period during which it is in theory possible by surgical means 
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to convert a lacerated and contaminated wound into a clean and sterile one 
with walls of healthy tissue. 

The basic procedure of war surgery is therefore prophylactic excision, or 
débridement. \n theory, this comprises excision of the whole wound track 
and its contents—dirt, foreign bodies, cloth, blood clot, and devitalized 
tissues. In practice, it is seldom complete because of the inadvisability of 
excising vital structures, of cutting across important muscle masses to gain 
access, or of removing large portions of bone. Prophylactic excision is con- 
ducted layer by layer. he skin edges are excised with extreme conservation, 
for skin is highly viable, and irreplaceable. ‘The subcutaneous layer is ex- 
cised widely, for fat has a poor blood supply and little resistance to in- 
fection. ‘The deep fascia is slit extensively to relieve tension and to provide 
access, but only the bruised edges of the track need be excised. ‘The muscles 
are cut away until red bleeding fibres that twitch when cut are exposed, and 
every pocket in the intermuscular planes is explored and cleansed in turn. 
Loose fragments of bone are removed, but those that retain a blood supply 
are cleaned and left. Having done his best, the surgeon must realize that 
excision is a hope but contamination is a fact. He has tried to convert a 
lacerated and contaminated wound into a smooth-walled cavity lined with 
healthy tissue and sterile, but he knows he has not attained perfection and 
that healthy tissues can fight bacteria successfully only on a free surface. He 
must therefore exteriorize the wound by drainage. Excision, drainage, im- 
mobilization are thus the basic principles of the treatment of the traumatic 
injuries of war. 

LESSONS OF THE 1939-45 WAR 

These principles had been forgotten by the outbreak of the second world 
war, but they were soon rediscovered and reapplied. ‘he modifications in 
principle that appeared during the war were in detail only, but new circum- 
stances and new methods profoundly affected their application. ‘The new 
circumstances were chiefly those of mechanized war. ‘The campaigns were 
for the most part sharp bursts of fierce fighting in which comparatively few 
men were engaged, and that for short periods. Medical units were highly 
mobile and the wounded could be brought to them with little delay. ‘The 
great majority of them reached a surgical centre within the grace period 
before infection had become established. 

Many new methods had been introduced to surgery between the world 
wars, but two, both of which were largely developed during the second war, 
had a profound influence on the treatment of traumatic injuries. ‘These 
methods were the use of blood and blood fractions, and chemotherapy. 

Blood transfusion.—In the first war stored blood was unknown, and fresh 
blood drawn from donors on the spot was used sparingly as it always must be, 
and in quantities that would now be considered inadequate. In the second 
war preserved blood was everywhere available in adequate quantities, and 
transfusion was practised within a short distance of the battle. Blood, 
together with mechanized transport, enabled a high proportion of the 
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seriously injured, men who in the first war would have died in the forward 
areas, to reach a surgical centre in good condition. It also extended the 
range of possible surgical excision to severe and multiple wounds. A further 
effect of blood transfusion, not sufficiently acknowledged even today, was 
that of reducing very greatly the severity and the number of cases of in- 
fection by anaerobic clostridia. 

Chemotherapy, first by sulphonamides and later by penicillin, had a pro- 
found effect on the surgery of wounds. Chemotherapy, as might be expected, 
was unable to sterilize wounds or to reduce their bacterial flora, for nothing 
short of boiling will kill bacteria lying in dead tissues, but it established an 
effective guard at the front line between dead and living. It kept a local in- 
fection local, and therefore prolonged almost indefinitely the grace period 
between contamination and infection during which wound excision is 
possible and profitable, and it did much to prevent dissemination of infection 
to healthy tissues when surgical manipulation was undertaken, early or late. 

The one modification in principle during the course of the war that must 
be mentioned is the acceptance of the importance of early wound closure. 
Excision, drainage and immobilization are the keys to safety in forward 
surgery, but once the defences of the body are established, an open wound is 
no longer necessary and becomes a disadvantage. Until complete skin cover 
is provided—-by suture, by skin graft, or by healing from the edges—the 
surface of a wound remains infected, the parts not covered by skin are 
covered by granulation tissue that later becomes scar tissue, and the re- 
establishment of movement between muscle planes is delayed. ‘The early 
secondary closure of wounds was introduced towards the close of the first 
war and practised with a success not excelled in the second, but the wounds 
and the occasions in which it was applicable were few. ‘The acceptance of 
early closure as an ideal to be aimed at in all wounds, whatever their severity, 
was an outstanding advance in the surgery of the second war. 

The closed plaster treatment of wounds, which was used with such success 
by ‘Trueta in the treatment of the wounded in Barcelona, and was described 
by him in a book that will always remain a classic, was in use in the earlier 
campaigns but was abandoned during the fighting in the Western Desert. 
It was abandoned not bécause it was a bad method, but because it was bad in 
the particular circumstances of the desert campaigns, in which the wounded 
had to be evacuated immediately after being operated upon on a rough 
journey that might involve several days without skilled supervision or change 
of dressings. Under such conditions a small degree of haemorrhage or edema 
occasioned by jolting can easily convert a closed plaster into a constricting 
case and lead to gangrene. Apart from its immediate dangers in a war of 
movement, the closed method has the disadvantage that return to function 
is unduly delayed because wounds heal slowly by granulation, and joints are 
immobilized until the wounds are healed, or nearly healed. But it satisfies 
all essential requirements. In certain circumstances, where the number of 
wounded in relation to surgical and nursing personnel is so great that fre- 
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quent attention 1s impossible, and where at the same time they cannot or 
should not be evacuated, as often happened in the Abyssinian campaign, 
the closed plaster treatment is ideal. Were such circumstances to recur, as 
they might easily do in an isolated force or a beleaguered city, the closed 
plaster method will once again be the right one to adopt. When the wounded 
to be looked after by one doctor are numbered in hundreds rather than 
dozens, and where help is for the most part unskilled, it gives far greater 
safety than any other method. 

In the desert campaigns the governing factors were the speed of movement 
in the forward areas, the difficulty of supplying forward units with anything 
but the barest essentials, the long distances which must separate the ad- 
vanced medical units from those that could offer any hospital facilities, and 
the impossibility of any but the simplest attention during transit. Here it 
became necessary to insist that after the primary surgical treatment the 
surgeon was committing his patient to a journey of unknown length and 
difficulty, and had no knowledge of how much time would elapse before he 
reached a centre where further treatment could be conducted in satisfactory 
surroundings. He must therefore select, not those methods he believed to 
be best, but those he knew to be safest. Wide drainage, immobilization by 
individual box splints which could not come off and could not compress, 
and late excision and suture of wounds at the base after the inflammatory 
reaction had subsided and the wound had become covered with clean 
granulations, became the accepted practice. 

Two-stage treatment.— \n the campaigns in Italy and France, conditions 
were again different. ‘The war was not yet won, but defeat was no longer a 
possibility to be taken into account. The duration of any battle was un- 
certain, but its outcome was not. Surgical units were lavishly supplied, and 
communications were rapid and no longer liable to interruption. The 
torward units were near the fighting, and advanced base units were close 
behind them. ‘The forward surgery of wounds became part of a planned 
scheme of two-stage treatment, the second stage of delayed primary suture 
being carried out from three to five days later at a second unit farther back 


From every point of view such a plan of wound treatment is ideal. ‘Time and 


suffering are saved, early healing is attained, and function is restored as soon 
and as completely as the loss of tissue will allow. But it is not so much an 
improved treatment learned by experience, as an improved treatment pos- 
sible under improved conditions, but impossible when transport and liaison 
are liable to disruption. It is not likely to be possible in atomic wartare, at 


any rate in its early stages. 


rHE PROBLEMS OF ATOMIC WARFARI 
What will be possible in atomic warfare? What will atomic wartare be like 
if it ever comes, as we devoutly hope it will not? Our knowledge is largely 
theoretical, based on a study of the effect of the two atomic explosions in 
Japan, and on a series of experiments in which the effects of the explosion 
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cn animals have been carefully recorded. I can only hazard a few statements 
which have no more authority than my own opinion. 

First, it seems clear that atomic weapons are not things that can be mass- 
produced in a factory. Much raw material and much time go to the pro- 
duction of each bomb, and a country can only accumulate a stock over years, 
and having used that stock, cannot easily get more. Atomic bombs must 
therefore be used with caution to produce their maximum effect. It seems 
likely that they will be used to destroy cities and factories and to disrupt 
communications rather than to kill people, and that the atomic phase of any 
war will not last more than a few days. 

Secondly, the number of casualties is quite unpredictable. Estimates 
range from two thousand to fifty thousand following each bomb incident, 
but these numbers are probably greatly exaggerated; they are based on the 
study of the effects of two bombs falling on cities constructed largely of 
wood in which no precautions had been taken. ‘The majority of the Japanese 
casualties were flash burns and thermal burns, and if air-raid shelters had 
been available and used, the numbers would have been greatly reduced 

Thirdly, the traumatic injuries to be expected must, I think, be regarded 
as falling into two categories: those incurred in the atomic phase lasting for 


perhaps a week, and post-atomic casualties. In the atomic phase, flash burns 


and deeper thermal burns, crush injuries, fractures and lacerations will pre- 
dominate. In the post-atomic phase, wounds by the ordinary weapons ot 
varfare, but caused by high explosives rather than small arms, will be seen 
The treatment of these wounds will be complicated by two things: first, by 
the dislocation of supplies and communications, the extent of which cannot 
possibly be predicted: secondly, by varying degrees of radiation sickness in 
the wounded, that will lessen their resistance to infection and hinder their 
powers of repair. 

The efficient working of a plan for dealing with a possible atomic attack 
on this country depends upon many things; on transport functioning to an 
adequate extent; on the prepared buildings and the accumulated stores sur- 
viving the attack; on a steady renewal of expendable stores such as blood; on 
the skilled personnel being able to reach the special centres designed for 
their work and to find there the teams and the apparatus they need; and on 
the ability in a state of emergency to sort a large number of casualties into 
the correct groups and distribute them to the correct centres. ‘Things do not 
always work out that way. Air attack ts, of all forms of bombardment, the 
most unreliable. Aeroplanes seldom hit their mark exactly, often miss the 
target altogether, and have even been known to attack the wrong enemy 
Bombing from the height of fifty thousand feet, which is likely, may easily 
destroy the reception areas rather than the city at which it was aimed 
Further, it must be remembered that attack by atom bombs is not a form 
of frightfulness but a means of winning the war, and it will be followed 
within an hour or two by air-borne landings on a large scale designed to 
nterrupt Communications, destroy road and railway bridges, and secure 
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control of key airfields. ‘The kind of conditions which we may have to face, 
and for which we must be prepared (for ideal conditions have already been 
well prepared for) are those in which a group of, say, ten doctors and fifty 
nurses, shaken and frightened by a recent attack of which they are the 
survivors, have been forced to open an emergency reception centre in a 
partly destroyed factory to which they have transported, with such help as 
could be obtained from civilians, as much as they could save of the bed- 
ding, stores and equipment from a bombed reception hospital five miles 
away. The railways are destroyed, the roads are unusable, no news is 


coming through, and all is rumour and guesswork. A thousand patients, 
injured to various degrees, have been brought in as soon as the existence of a 
hospital in the new site was known, and more are arriving all the time. 


SOME PRACTICAL SUGGESTIONS 
How can we prepare for such a situation, one which is not fanciful but 
highly probable? In three main ways, at any rate. 

First, by laying in plentiful stores of such commodities as are durable, 
compact and necessary in any major emergencies. Blood is a first essential, 
but it cannot be prepared in readiness for an emergency of unknown date, 
nor can it be kept in readiness for more than a short period. Other trans- 
fusion fluids can, however, be stored. Plaster of Paris, sterile towels and 
dressings, and suture and ligature materials will all be needed in large 
quantities. Chemotherapeutic agents will be the main instruments of a 
surgical unit overwhelmed by casualties, and for reasons that | shall state, 
sulphonamides will be the chief standby in such circumstances. 

Secondly, by preparing a plan of sorting and a scheme of priorities ready 
for such an emergency. Let us imagine that in the group pictured above six 
of the doctors can act as surgeons and the other four can give anasthetics. 
One of the surgeons at any rate must remain in charge of resuscitation, pre- 
and post-operative treatment, and organization of theatre traffic. The re- 
maining five, with one nurse-anassthetist, can make up five teams. A team 
can possibly work for forty-eight hours consecutively, but during the second 
day its work will be very bad, and at the close of the time it will need a long 
rest. The longest it can work efficiently is in spells of twelve hours on and 
eight hours off. Say a team works a forty-eight-hour spell; in that time they 
can do 100 minor cases, 50 of average severity, 20 major ones. ‘Thus the 
five teams working for forty-eight hours, an almost impossible effort, can 
deal with perhaps 250 of the 1000 injured. At the end of that time they will 
be exhausted, and of the 750 patients remaining unoperated the majority 
will be beyond surgery. The selection of the 250 for operation is therefore a 
matter of prime importance. 

A preliminary sorting will define three groups: those who are likely to die, 
those who need surgery, and those who can recover if dressed, splinted and 
given chemotherapy. The first group must be segregated and made com- 
fortable. The third must also be segregated, to allow the nursing facilities 
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to be concentrated where they are needed. ‘The second group, those for 
operation, require further sorting into the subgroups of those who need 
operation urgently, those who need it urgently but are not yet fit for it, and 
those whose operation can be postponed. When it is clear that it will be 
possible to offer the chance of survival to a proportion only of the injured, 
heart-breaking decisions must be made; but it is obviously right to treat 
three men who will recover with useful function in preference to one who 
may die in spite of surgery, or whose life, if he recovers, will be one of 
suffering. 

Thirdly, by preparing a plan of treatment that is suitable for the facilities 
for after-care and evacuation. The principles of the primary surgical treat- 
ment of open traumatic injuries have been enunciated; they are excision, 
drainage and immobilization. If evacuation is unlikely and facilities for 
dressing few, the closed plaster method is the right one; it the wounded 
are likely to be sent on an uncertain journey some form of padded plaster 
splint that will allow access to the dressings must be preferred. 

In all circumstances chemotherapy is an essential part of wound treatment, 
but in emergencies like those we are considering it assumes a dominant role, 
and may be the only treatment that the majority of the injured can be 
given. ‘There is no question then of skilled supervision, of identifying the 
bacteria and selecting the antibiotic likely to be most effective, of dosage 
selected to suit the infection and the patient and varied according to the 


progress. ‘The only chemotherapy that can help a large batch of casualties 


under the care of a totally inadequate number of harassed and overworked 
doctors and nurses is chemotherapy that is simple, standardized and fool- 
proof. And the only chemotherapeutic agents that stand up to such a test 
are the sulphonamides. ‘The sulphonamides are cheap, plentiful, compact, 
durable, easily administered in standard doses, and highly effective against 
the ordinary pathogenic bacteria. With sulphonamides it is easy to establish 
a routine that needs no supervision, such as that every man or woman 
wearing a purple label swallows two tablets every time the clock strikes eight 
and goes on doing so until he is told to stop. No such simple scheme ts 


possible with any of the antibiotics 


CONCLUSION 

‘To sum up, the treatment of the traumatic injuries of war is governed by 
basic pathological principles, and the key-note is simplicity. In war, the 
surgeon is in charge of his patient for a brief period only, and has no control 
over his future progress. He must avoid any method, such as primary suture, 
which, though perfectly safe in his hands if he can remain in charge until 
healing is complete, may end in disaster without such supervision. He must 
use methods that are fool-proof, for the patient may be a fool, and he may 
pass through the hands of many fools on his onward journey 





THE USE OF HOUSEHOLD DETERGENTS 
AND THEIR DANGERS 
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National School of Medicine. 

‘Out, damned spot! 

Out, I say’.—Macbeth 
MAN has not always cleaned himself or his effects with soap: water was 
the first cleanser; later oils were employed. Pliny describes the making of 
the first soaps; the soft potash soap being hardened by treatment with salt 
The English trade began in the 14th century; olive oil soap having been 
made at Marseilles in the previous century, whence it had been introduced 
from Germany and Italy. 

Soap is a fatty acid salt formed by the interaction of fatty acids and fats 
with alkali; sodium in natural soaps and potassium in soft soaps. The 
modern synthetic detergents, or cleansing agents, were the foster children 
of industry labouring to avoid using precious fats, which in the war could 
be used as food. Germany saw much of the early research. ‘These chemicals 
are similar to soap and are members of a group called surface active agents 


They have the properties of wetting agents, emulsification, foaming and 


detergent cleaning agents. 

An account of the medical uses of surface active agents has been given in 
this journal by Sweet (1951). ‘These agents are employed in dermatology to 
make emulsion bases, as antiseptics, drug vehicles, for cleaning off ointments, 
and as antiseptic shampoos. Industrial uses include general degreasing of 
metals and cleaning before electroplating, cleaning overalls, rags, oil and 
chemical drums, glass bottles; cleaning in breweries and in dairies of tins, 
of jars and containers in meat, food and ice cream factories, and in laundries 
and textile cleaning; also in the cleaning of garage or industrial shop floors; 
and there are many other uses. 

This article deals solely with the detergent etfect of surface active agents, 
and although the considerations apply to all detergents, the household 
cleansers and their effects on the hands of their users are chiefly under 
review. 

NATURE OF DETERGENTS 
‘The surtace active agents used as detergents differ greatly in chemical con- 
stitution. Most are products of the petroleum industry. They are classified 
into three groups according to whether the active part of the molecule 
carries a negative charge (anionic), a positive charge (cationic), or does not 
ionize in water (non-ionic). 


The majority of the detergents are anionic. They are salts of potassium, sodium, 
ammonia, and organic ammonium derivatives, such as triethanolamine, the rest of 
the molecule being a sulphuric acid derivative of an organic compound with a long 
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carbon chain. They are further classified as sulphates and sulphonates. ‘Tri 
ethanolamine, the higher fatty acids—cetyl and lauryl aleohol—the sulphonated 
alcohols—lanette wax and sulphonated lorol—and the sulphonated vegetable oils 
are typical examples. Their power of emulsification ts retlected in the preparation of 
standard emulsion bases: hydrous ointment N.F., and emulsifying ointment N.F 
representing the water in oil and the oil in water bases of the National Formulary 

The cationic agents are ammonium salts with organic groups in place of the 
hydrogen atoms. They are more in use as germicides and wetting agents than as 
detergents, examples are cetrimide B.P.C., and ‘bradosol’ (Ciba) 

The non-ionic agents of varying types are esters and ethers of, for instance, 
polyethylene glycol. ‘They are good emulsification and wetting agents and a few 
are used as detergents 

The cleaning function of the detergents 1s explained by their ability to lower 
surface tension and form emulsions of oily and watery solutions. ‘The molecule of 
the detergent has one part (polar) of its long chain molecule soluble in water 
(hydrophilic), and the other radical (non-polar) soluble in fats and oil but not in 
water (lipophilic). ‘The molecules tend to concentrate at the surface and hence lead 
to a lowering of the surface tension. In oily or fatty material, the molecules arrange 
themselves according to their polar attractions and surround the droplets of oil with 
an oil-repelling film which stops their running together again. ‘Thus emulsification 
takes place 

The importance of this effect in cleaning 1s obvious. Lane (1946) has classified the 
dirt or ‘soil’ which is removed in washing into water-soluble substances, oily particles 
and solid partic les. When cleaning occurs with a detergent, the water-soluble sub 
stances are removed by water, but the oily particles and the solids which may be 
adhering to greasy surfaces such as plates, require the breaking up of the fat into an 
emulsion before their removal becomes easy. ‘The solid particles of the ‘soil 
become suspended in the emulsified solution and are so removed 


CLEANING ACTION OF SOAP AND DETERGENTS 
When soap is dissolved in water, it lowers the surface tension, allows water 
to wet objects, lathers, and cleans off dirt and oil by emulsifying the oil. In 
hard water, however, the soap reacts with the magnesium, calcrum and other 
salts of water hardness to form a curd-like deposit of insoluble lime soap, 
which is laid down on the side of the bath. Alkali may be present as free 


alkali, especially in the common bar soap for washing, or may be released by 


hydrolysis, or from substances called ‘builders’, e.g. soda ash, which are 


added to the soap so as to make them more efficient 

The main points in the mechanism of cleaning by the detergents have 
been summarized by Kooyman and Halberstadt (1946): (1) lowering of the 
surface tension allowing intimate contact with the material being cleaned 
and the cleanser; (2) emulsification and some dissolving of oil and grease; 
(3) wetting and the holding in suspension of insoluble particles of dirt; (4) 
mechanical loosening of dirt particles ; (5) the final rinsing away of the solu 
tion of the detergent with the suds and lather containing the dissolved and 
emulsified oil grease and suspended dirt. The efficiency of the cleansing 
process is in turn influenced by the temperature, washing time, type of 


detergent, and the amount of mechanical ‘elbow grease’ used by the washer 


ADVANTAGES OF DETERGENTS OVER SOAP 
The new detergents have the advantage over soaps in as much as they are 
not inactivated by hardness of water, and are active in alkaline, acid and 
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neutral solution and following emulsification ; solids are left suspended in the 
detergent solution and are not redeposited back on to the fabrics during the 
washing. Soaps are also often bolstered with abrasives and alkaline ‘builders’ 
and require good manual rubbing to produce a cleaning effect. ‘The impact of 
these considerations on the skin of the user is underlined by the intolerance 
of many skins to excessive contact with soap, ‘housewives’ eczema’, ‘char- 
woman’s hands’, and the aggravation of dermatoses such as atopic eczema, 
ichthyosis and dry skins, senile skins with pruritus and dried skins from 
occupational causes. Jordan et al. (1940) collected 239 patients with derma- 
titis due to soap, of whom 61 per cent. were housewives, and 39 per cent 


occurred in persons having frequent occupational contact with soap. It 
would seem that the alkali and the fatty acids are both responsible for skin 
irritation. Occasionally added substances like perfume can cause damage 

Other considerations which would appear to be to the advantage of the 
detergent are the lower concentration of detergent (1 per cent. in a washing 
basin with the article to be cleaned) as opposed to the 5 to 6 per cent. normal 
soap solution used, their cheapness and availability when fats are scarce, and 


their use for skins intolerant of soap. Also their use as industrial cleansers 
capable of easy dispensing to employees without providing the temptation of 
pilfering that the usual cake soap would provide, and their help in lowering 
the incidence of oil acne and dermatitis likely in dirty skins. 

Most advantages would seem therefore to lie with the new detergents, 
and dermatologists welcomed their advent, not only for their dermatological 
uses, but in the hope that the new cleansers would reduce the incidence of 
housewife’s dermatitis due to alkali and soap. ‘The introduction of many 
new detergents backed with the full force of advertising has produced 
rumblings and rumours of irritated skins in doctors’ surgeries and out- 
patient departments, ascribed to the use of the new detergents which are 
finding their way into the majority of kitchen sinks. ‘The battle of the wash 
tub is on, and no quarter is being asked or given by rival manufacturers! 


COMPOSITION OF THE NEW DETERGENTS 

Speaking generally, household detergents are sold in liquid form with in- 
structions to add a small amount to the washing water, or as a packet con- 
taining solid powdered detergent in a form like a rough powder. ‘The new 
powdered detergents are not good detergents per se although they are good 
emulsifying agents. ‘hey therefore require added substances, the most im- 
portant of which are phosphates. ‘The normal wash consists mostly of cotton 
or linen goods with a minority of woollen garments. The closely knit fibres 
of cotton and linen hold the dirt, and it is not easily loosened. ‘The re- 
inforcing of the detergent with trisodium polyphosphate and tetrasodium 
pyrophosphate adds detergent effect, and loosens dirt from the material. 
There may be as much alkaline phosphate as detergent in most of the new 
washing agents. 

Carboxy-methyl cellulose C.N.C. may also be added to help dirt to be sus- 
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pended in the emulsion (the amount is very small), and also optical dyes in 
a strength of a few parts per million, which give the vivid whiteness w hich ts 
often ascribed by the lay person to the action of some bleach. Bleaches are 
not used in the detergents. ‘The four. main constituents of powdered deter- 
gents are therefore detergent, phosphates, carboxy-methyl cellulose, and 
optical dyes 
DEFENCES OF THE SKIN 

\s the new detergents and soaps both remove dirt and grease rapidly and 
effectively from domestic articles and fabrics, they may also be capable ot 
damaging the skin by removing or injuring its protective covering matter 

‘The three main defences of the skin are constituted by the outer horny 
layer, the sebum and the sweat. ‘The outer horny layer is composed of dead 
or dying epithelial horn cells. ‘The horny or cornified cells contain lipids, 
water and a protein called keratin, which is most important in the detence 
mechanism. Keratin can stand up to water, weak acids and alcohol, but 
is easily damaged by alkalis. ‘The thickness of the horny layer also plays 
an important part, varying as it does in different areas and at various ages 
It is particularly thick on the palms and soles, thin on the flexures, and at 
extremes of age 

The secretion of the sebaceous glands provides the oils and tats of the 
sebum, which also has a little true fat, with fatty acids, cholesterol and esters 
of the higher fatty acids. Burtenshaw (1948) has drawn attention to the 
effectiveness of this ‘acid mantle’ of the skin in self-sterilization and pro 
tection against infection. ‘The sweat glands with salts and excreted substances 
act in a buffering capacity, provide an acid medium helpful in sterilization, 
and prevent excessive drying of the skin. In addition, there are certain ex- 
traneous materials such as dirt, greases, and fibres which become admixed 
with the sweat and grease secretions and have some protective value 

Predisposing causes to dermatitis from soap or detergents exist. ‘These are 
times of exposure, type of cleansing agent, and susceptibility, all of which 
will modify the effect of the cleanser. Damage to the regular pattern arrange- 
ment of the horn cells by trauma, the temperature of the water, the 
mechanical action of friction on the skin and in the action of rinsing, and the 
presence of alkali or other chemicals in the agent will all tend to reduce the 
resisting power of the skin 

The constitutionally predisposed icthyotic skin, the eczema subject, the 
skin of old age with its progressive thinning and loss of elastic tissue, and 
the chilblain type of circulation with tendency to cracking of the horny layer 
in cold atmospheres, all have a poor resistance. So do individuals who are 
for ever soaking in the over-hot bath and who are so often victims of itching 
from the defatting effect of baths and bath salts— ‘winter eczema’ 


PENETRATION OF SKIN DEFENCE 
‘The damaging effect of soaps on the skin is accepted. ‘This effect is exerted 


as a result of the alkali, or sensitivity to fatty acids, 
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A normal soap wash causes no obvious clinical effect on the skin, although 
the slippery effect produced by soap has been ascribed to the action of the 
alkali on the outer horny cells causing swelling and minor skin damage. This 
is soon repaired and does not lead to the more easily recognized signs of 
redness, roughness, scaling, cracking and soreness of the established case of 
soap dermatitis. ‘This power of recovery of the skin has been emphasized by 
Rossner (1950), the former skin condition being quickly restored by good 
buffering, and the degreased skin rapidly recovering its fat content within a 
short period. He further suggests that washing with soap actually increases 
the buffering capacity of the skin as a result of the slight attack by alkali. 
This swelling of the skin caused by soap may actually protect the hands 
against deep penetration and limit the cleansing effect on the skin. 

The way in which the detergents act in irritating the skin is not fully 
understood. Defatting and drying of the skin probably occur in the same 
manner as when prolonged contact with soap occurs. Rossner (1950) 
suggests that the synthetic detergents degrease to some extent but that they 
do not cause the protective swelling of the skin that appertains in soap 
action, and without this protection the detergent penetrates rapidly into the 
deeper layers of the skin. He suggests also that a chemical reaction takes 
place with the keratin, which produces damage. Little evidence exists, how- 
ever, as to how the detergents do act on the skin, but it would seem to be 
more a specific effect and not a defatting effect or related to emulsification of 
fat in the skin. 

It is understood that before a detergent is marketed it is usually subjected 
to skin tests of immersion type and also to patch tests on human skin. 
Immersion tests are carried out in this way: volunteers immerse their arms 
in different concentrations of the detergent for twenty minutes a day for 
five days. ‘These tests have shown that the skins of the persons tested have 
been most tolerant of the solutions. ‘The patch tests support the findings. 
Nevertheless, it is accepted that some of the detergents are harsh on some 
skins, but the explanation of their action is as yet not understood. Further 
research on histopathological lines is an urgent necessity. 

Chemicals act on the skin as primary irritants, or after an incubation 


period of five days to weeks, months or years as sensitizers, the individual 


becoming allergic to the chemical, and further contacts causing a reaction. 
In the absence of precise knowledge the detergents probably affect the skin 
in the following ways: 

(1) Primary irritants. Sensitivity to dete,gent, phosphates, or other added 
substances. 

(2) Sensitization to detergent or added substances. 

(3) Solvent effect or progressive degreasing. 

(4) Predisposition to penetration of other irritants or sensitizers. 

(5) Effect on nails and nail folds. 

(6) Aggravation of, or predisposition to, constitutional skin disease 
eczematous type. 
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POSSIBLE CLINICAL TYPES OF DERMATITIS FROM 
DETERGENTS 


Primary irritant dermatitis. - Acute contact dermatitis occurring on the first 
contact with a detergent is probably the most common example of detergent 
dermatitis, due to the rapid penetrating effect of the cleanser. ‘The detergent 
will appear harsh to the skin and the patient will experience acute stinging, 
soreness and redness over the backs of the hands, especially over the 
knuckles. The areas in contact may become the site of acute swelling and 
cedema, with blistering, weeping and crusting through the acute eczematous 
process. Diagnosis is obvious from the history of contact. Contact dermatitis 
may also be seen with redness, soreness and papulation of the skin over the 
body in the shirt or pants area when garments have been unrinsed, leaving 
detergent or phosphate in the cloth. It should be noted that some makers 
of detergents state that rinsing is not essential after washing. 
Sensitization dermatitis.. ‘The signs of this are likely to be similar to the 
above but the tempo of events is slower, reaction occurring in the course of 
use of the substance over weeks or months. Preliminary redness and itching 
in between the fingers is followed by the eruption of small eczematous 
papulo-vesicles, and later by extending frank eczematous lesions on the 
exposed areas and elsewhere. Diagnosis may be extremely difficult. A 
diagnostic patch test may be helpful, but it must be remembered that the 
test detergent is being applied to the skin for a much longer period than it 
is normally in contact, and the conditions of washing are not being re- 


produced. Again, the concentration of the detergent must be carefully 
diluted down, as strong solutions will act as primary irritants, inflaming 
perhaps a normal skin. Provided careful interpretation is given to the 


results they may be a great help in diagnosis. 


\ 1 to 2 per cent. solution of the detergent, or better stll of its main components, 
is soaked on to a }-inch square of lint and covered in turn with a 1-inch square of 
cellophane (a cigarette carton covering will do), and this is fixed in position with 
adhesive plaster 2 inches square. The test area 1s examined in twenty-four hours 
and then examined daily for five days, as delayed reactions occur. A positive re- 
action will show a persisting redness for at least twenty-four hours after an imitial 
response of redness and adema. False positives will have faded before the next day 
and marked positives will show vesicles and even ulceration in very sensitive skins. 
A negative test, however, does not rule out the detergent as the cause, as the circum- 
stances of contact with hot water, rubbing and other washing conditions were not 
present 


Degreasing and solvent dermatitis.—The typical dermatitis due to soap 
degreasing has already been noted. Long-continued use of the detergents 
may produce similar effects, as the natural grease and fats are removed, 
and the keratin dries and cracks. ‘The backs of the hands, wrists, and fore- 
arms show dry scaling and feel sore. ‘The natural skin markings become 
exaggerated as in most housewives’ hands, and cracks may appear at the 
edges of the nails with paronychial swelling. ‘The skin on the dorsum turns 
red and shiny, as the fats are removed at a rate faster than the natural skin 
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oils replace them. Brittleness and breakage of the nails and knuckle fissures 


are Common, 
An easy recovery may be made if the contact with the degreasing agent 
is suspended, or if emollient creams are used as protection. Should the pro- 


cess go to such lengths that the keratin becomes irretrievably damaged, how- 
ever, then secondary eczematous changes with papulation and _ vesicles 
appear as in the sensitization group; the interdigital spaces and backs of the 
hands and wrists show such changes. 

Penetration of other chemicals. Solvent changes may be followed by 
eczematous changes unconnected with the actual detergent agent: such 
may occur in workers handling chemicals capable of damage in sensitizers 
or irritants. Diagnosis may be most difhcult. Mumford (1948) has com- 
mented on the effect of emulsifying agents in cutting oils predisposing to 
pyogenic skin infections, and rendering the skin more susceptible to the 
detergent etlect of soap used after work for cleaning, as well as to other 
potential skin irritants. 

Vail and paronychial damage. — Nails may be shed after an acute contact 
dermatitis and may show dystrophic changes, with ridges, deformity and 
brittleness in less acute eczematous reactions 

Many housewives complain of brittle nails, the probable result of de 
greasing soaps and detergents acting on the nail plate of those whose re 
sistance has been weakened by anamia, constitutional disease and fatigue 
tension states. Nail polish removers may be a contributory cause. 

Paronychial inflammation may occur acutely from chemical damage in 
contact dermatitis, but more commonly it is seen as a result of B. coll 
and monilial infection in the housewife or employee who has her hands 
often in water. Fatigue again seems to be a contributory cause. Although the 
detergents remove organisms as a germicidal etfect, defatting and cracking 
and removal of the selt-sterilizing fatty mantle, together with hydration 
from contact with watery solutions, may actually increase the tendency to 
infection. ‘The anionic detergents, which form the bulk of the household 
washers, are effective only against the gram-positive organisms, and less 
effective than the cationic against the gram-negative organisms (Baker, 
Harrison and Miller, 1941), which are the commoner causes of paronychia. 

lygravation of existing skin disease and predisposition to constitutional 
eczema, -Eczematous dermatoses are often aggravated by soap, and some of 
the detergent compounds used in dermatology have proved a boon to 
eczema cases for hand cleaning. Sensitization may occur as in the reported 
cases from cetrimide, and the patch test may be of help in avoiding such 
occurrences. ‘Those with old skins, congenitally dry or ichthyotic skins, 
poor peripheral circulation with perniosis liable to winter chapping, and 
those with a history of previous contact dermatitis should use the detergents 
with circumspection. Occasionally a constitutional type of eczema response 
or pompholyx may appear to follow on prolonged contact with soap or 


detergents, continuing long after contact has ceased. 





HOUSEHOLD DETERGENTS AND THEIR DANGERS 173 
CARE OF THE HANDS WITH DETERGENTS 

The directions on the packets of household detergents usually make no 

mention of any possible ill-effects on the skin. Explicit instructions are 


given as to their use, and it would seem that mention could well be made 


that the preparation might be harsh to those with dry or sensitive skin. ‘The 


danger of damage from detergents may have been exaggerated, but it can 
be slight consolation to the housewife with an acute blistering dermatitis of 
the hands to know that her undies are white as snow, when she might have 
been forewarned. ‘The incidence of acute penetrating contact dermatitis 
could be lessened by knowledge of the possible etfect on the skin, without 
any exaggeration likely to cause alarm, or reduce the sales of the commodity 
Advice on the advisability cf rinsing, instead of statements that rinsing ts 
not needed, is supported by those contact cases of penetrating dermatitis 
on the shirt or underclothes areas. 

Degreasing dermatitis can be minimized by the use of lanolin, cold 
creams and hand lotions rubbed into the hands after washing. Hvydrous 
ointment B.P. is a suitable greasy cream, or the use of the following hand 
lotion may be advocated 


Glycerin > ounces (57 ml.) 
Water ; ounces (75.5 ml.) 


Oil of lavender 12 minims (0.75 ml.) 
Oil of lemor 8 minims (0.5 ml.) 
Nlucilage of tragacanth to 1 pint (5608 mil.) 

St. ‘Thomas's Hospital Pharmacopa 1a) 

Severe cases should be rested off contact or the hands protected with 
rubber or rubber plus fabric gloves as an urgent order, lest the detatting 
proceed to a disabling eczematous dermatitis 

Cracks of the fingers may be painted with silver nitrate, 2 per cent., or 
with friar’s balsam, and kept covered with Lassar’s paste and waterprool 


‘elastoplast’ dressing 


(HE PROPER PERSPECTIVE 

Ihere appears no clinical doubt that acute eczematous dermatitis, due 
possibly to the penetrating effect of the new household detergents, does 
occur in a certain number of patients. ‘This damage is much more acute 
than that seen with the soap powders. Dermatitis due to alkali washing 
agents varies at different times of the year, and many chapping effects 
attributed to « leansing agents may be due more to the cold than to the agent 
employed. Somerville (1952) quotes the incidence of alkali dermatitis in the 
Glasgow area of Scotland as being double during the months of January to 
\pril, as compared with July to October 

It is not possible as vet to produce statistical evidence of the incidence of 
dermatitis from the new detergents. Most of the evidence of skin irritation 
is ‘hearsay’ and passed from mouth to mouth, but is supported, however, 
by actual cases seen by the medical profession. The introduction of the 


washing soap powders which preceded the detergents brought to the manu 
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facturers crops of complaints similar to those of the detergents. ‘The soap 
complainants grow less in number as the public becomes aware that a par- 
ticular brand irritates their hands and must be avoided. 

The discomfort experienced by some with stinging and redness after 
using detergents may be no more than that experienced by many who use 
proprietary washing powders, but nevertheless, the acute reactors do exist, 
and with the onset of the winter months may become more common, and 
hearsay evidence suggests that they are more irritant than soap powders. 
This is accepted by most manufacturers, and research is in progress to 
eliminate the penetrating effect on some skins by the blockage of the 
speed of any reaction between keratin and the detergent by the use of syn- 
thetic tanning agents, and also to reducing the degreasing effect by the 
addition of colloidal structures like tylose, which have the additional 
property of assisting the suspension of dirt. 

As medical men we should be aware of, and also make the patients aware 
of, the danger of contact dermatitis, but we should hold a watching briet 
as to the actual dangers existing; not only a watching brief but one to 
stimulate our colleagues into some research as to the pathological way in 
which detergents can act on the skin, in view of their widespread use in 
home and factory. We must await evidence of the true incidence. ‘The force 
of advertising will both popularize the glamour of the product as well as 
the clamour of the complaint. 

The mighty ocean of advertising, with its flotsam of foams, fluffs and 
free packets is leaving brightly coloured cartons of detergents in many a 
kitchen sink. ‘The housewife will continue to use them because they are such 
efficient cleansers, even if some persons find that they are harsh on their 
skin. ‘lo receive them all with the suspicion that would benefit a ‘Trojan 
horse capable of sudden attack on the skin when opened, would in the 
present state of knowledge be both unjustified and unfair to the future 
development of these most important household and industrial cleansers 
It would do no harm, however, to warn the housewife to look the gift horse 
fully in the mouth and to note that behind its smiling efficiency its teeth 


may be sharper than they look, especially in those with sensitive skins. 
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LADY HOLLAND’S ATHEIST 
JOHN ALLEN, M.D. (1771-1843) 
By BRIAN HILL 


IN the early years of the nineteenth century the foremost rendezvous in 
England of talent, learning and wit was Holland House, the home of the 
Fox family. It was, in Macaulay's words, ‘the favourite resort of wits and 
beauties, of painters and poets, of scholars, philosophers and statesmen . 

a circle in which every talent and accomplishment, every art and science, had 
its place’. The guests who repeatedly took the road to Kensington included 
statesmen like Brougham, Grey, Russell and Melbourne; Byron, Rogers and 
‘Tom Moore to represent poetry; Macaulay, the historian, and Greville and 
Creevey, the diarists; Sir Humphry Davy, Count Rumford and other men 
of science; Wilkie and Hoppner, the painters; distinguished foreigners such 
as Madame de Staél and Ugo Foscoli; and for wit, Sheridan, Luttrell and 
Sydney Smith. These are but a few of the notable names which figured on 


the Holland House dinner-lists. 

The host and hostess at these feats of reason were both personalities. 
ldenry Richard Fox, third Lord Holland, was a leading Whig statesman 
His was a genial and most attractive character. Lord John Russell summed 
him up as a ‘man who won without seeming to court, instructed without 


seeming to teach, and conversed without labouring to be witty’. His wife, 
Elizabeth, was partially of American descent. At the age of fifteen she had 
been married to Sir Godfrey Webster, a man much older than herself. The 
marriage proved a failure and ended in 1796 with her elopement with Lord 
Holland. After some delays and difficulties her husband divorced her and 
the runaways were able to marry. 

Lady Holland has gained the reputation of an imperious and domineering 
woman; but, if she seemed to bully and tyrannize over her husband, it made 
no difference to their mutual happiness in each other, which was profound 
and long lasting. Although she was said to be ‘polite, cold, haughty, to those 
she met in social rntercourse’ and downright rude to those she disliked, she 
had many good qualities. She was a loyal friend and never objected to defeat 
in a battle in which her own weapons were used against her. She might 
interrupt Macaulay in a flow of brilliant talk with ‘Now, Macaulay, we have 
had enough of this, give us something else’; she might abruptly order 
Sydney Smith to ring the bell; but, even if her guests, infuriated by what 
Creevey called her ‘capricious muggery’, resolved, as they sometimes did, 
never to accept another invitation from her, they found the lure of Holland 
House too strong 

Moving among the guests at these brilliant gatherings, or immersed in 


literary pursuits in the library or his own room, ‘Allen’s room’, was a short 
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stout man. Behind huge silver spectacles his brighc, intelligent eyes surveyed 
the scene with a twinkle of caustic amusement. His thickset body was sup- 


ported by a pair of equally thick legs. “They are clerical’, observed Sydney 


Smith, ‘He has the creed of a philosopher and the legs of a clergyman’. ‘To 
any observation made to him he answered in a marked Scots accent. ‘This 
was John Allen, the librarian of Holland House and the indispensable triend 
of both Lord and Lady Holland 


THE PHYSICIAN 

John Allen was born at Colinton, near Edinburgh, in 1771. His father, a 
writer to the signet, died in embarrassed circumstances while his son was 
still a child. Mrs. Allen re-married and her second husband saw that his 
young stepson received a good education. Eventually he apprenticed him 
to an Edinburgh surgeon and John took his M.D. at the University in 1791. 
He did not, however, settle down to a regular practice, nor, although he 
showed brilliant promise, did a professorial career absorb him. He was 
Senior President of the Royai Medical Society in 17g0-g1 and established a 
great reputation as an extra-mural lecturer in physiology in Edinburgh 
Two factors, however, operated against his continued progress. Allen’s 
political sympathies lay with the Whigs and he found his friends in that 
group of ardent young reformers which included Brougham, Francis 
Horner, the economist, Sydney Smith and Jeffrey, the future editor of the 
Edinburgh Review. Another of his close friends was John ‘Thomson, out- 
standing in surgery and later the first occupant of the newly created Chair of 
Pathology in the University. But Allen’s own politics debarred him from any 
hopes of election to the professorial ranks in that ‘l’ory stronghold. More- 
over, he was attracted by philosophy and metaphysics as much as by 
medicine; although an international reputation as a physiologist was almost 
certainly within his grasp, after ten years in Edinburgh he chose a different 
sphere of work. 

In 1802 Lord Holland planned to take his family abroad for a tew years 
His elder son was delicate and he was anxious to include in the party a 
reliable physician. John Allen, then aged thirty-one, was recommended as a 
suitable candidate for the post, one of his testimonials being from Sydney 
Smith: 

“The bearer of this note is Mr. Allen, of whom | have said so much already that 
it ts superfluous to say any more. That he is a sensible man you cannot long be 
wnorant, though I sincerely hope you may, that he is a very skilful physician 
You will speedily perceive that my friend Mr. Allen (who has passed his life in thi 
monastery of infidels) has not acquired that species of politeness which consists in 
attitudes and flexibilities, but he is civil, unaffected and good-natured. What t 
compare his French to, | know not. I never heard a sound so dreadful’ 

On the strength of this testimonial and by virtue of his own personality 
\llen got the post, and accompanied the Hollands when they left England in 
July, 1802. During the three years they spent abroad, chiefly in Spain and 
Portugal, he won both their hearts and, on their return to kngland in 1805, 
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he was offered, and accepted, the combined position of librarian and 
physician at Holland House. The second half of his duties was largely a 
sinecure. Greville says that Allen ‘does not seem to have been considered tor 
any length of time as belonging to Holland House in a medical capacity’ 
This probably was in accordance with Allen’s own wishes, for his interests 
were largely literary and political; moreover, Lady Holland must have been 
an exacting patient. Her demands on her physician are illustrated by an 


John Allen, M.D 


the N j 
ihed 

imeident during a later visit to Spain. At Valladolid, Lady Holland had a 
miscarriage and was confined to her bed for some weeks; at the same time 
news reached the family that their friend, Bartholomew Frere, was seriously 
ill a few miles distant. The lady refused to be left for an instant — messengers 
were dispatched to and fro between the two sick-beds and eventually 
Lord Holland had to serve as doctor to the unlucky Frere, carrving with him 
medical instructions from Allen. His report of the sick man’s condition 
however, was so alarming that Lady Holland was persuaded at last t 


relinquish her physician for a few hours 
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“THE ORACLE OF HOLLAND HOUst!t 
Allen soon became an integral part of Holland House where he was looked 
upon as a friend of the whole family and a most valuable literary acquisition 
‘He was the oracle of Holland House’, said Greville, ‘on all literary subjects’ 


‘A man of vast information and great conversational powers’, was Lord Macaulay's 
view of him, and the other visitors to the home of the Foxes endorsed these opinions 
His pen was always at the command of the Whig party or ready to assist his patron 
in his literary and political researches; his wide knowledge and capacious memory 
were equally at the service of any seeker after information. He kept up an interest 
in scientific subjects, but chiefiy contemporary politics and researches into the 
constitutional history of the country occupied his time 

There were other duties, although they cannot be said to be very onerous. On 
of them was the squiring of his patroness. He accompanied her in the carriage on her 
outings and escorted her to Covent Garden or Drury Lane on her frequent visits to 
the theatre. When the Hollands were asked out to dine at other houses Allen was 
often included in the invitation. And, of course, he accompanied them on their 
periodical trips to the Continent, trips from which he generally returned with 
additions to his store of knowledge 


Indeed, Allen had for a number of years no life at all beyond the confines 
of Holland House and the circle of its family. He seems to have abandoned 
his independent existence quite happily. Lord Holland himself treated him, 
in Greville’s words, ‘with uniform consideration, affection and amenity’ 
He might, however, have been expected to rebel against the tyranny of the 
mistress of Holland House who ‘worried, bullied, flattered and cajoled him 
by turns’. In fact, he managed to maintain his sturdy independence of 


character and some observers even suggested that Lady Holland herself 


was more than a little afraid of him. Occasionally the guests at dinner were 
amused or startled, according to their degree of intimacy with the family, 
by a brisk verbal sparring match between their hostess and the doctor 
Should, however, his patroness fall foul of any other at the dinner table, 
\llen was as likely as not to take her side. 


Macaulay describes a dinner at Samuel Rogers’s house at which Lady Holland 
was so rude that the party was forced to make common cause against her. Rogers, 
himself, Sydney Smith and his brother, Tom Moore, the song writer, and Macaulay 
all showed unmistakably that they were prepared to give as good as they got, 
whereupon ‘Allen flew into a rage with us all’. Rogers afterwards remarked that he 
thought Allen’s firing up in defence of his patroness was a very pleasant trait in him 
but Moore was more cynical: ‘Allen was bursting with envy to see us so free, whilk 
he was conscious of his own slavery’ 


LITERATURE AND POLITICS 
lor some years nothing occurred to interrupt the even tenor of Allen’s lite 
with the Hollands. He continued .o add to his stock of learning and to put in 
order for publication (it never was published) the voluminous material he 
had collected on the constitutional history of Spain and Portugal. He 
helped Lord Holland in his arguments for debates in the House and wrote 
reviews and occasional articles for the Edinburgh Review. His most im- 
portant work, one that reveals his mastery of an abstruse and complicated 
subject, was the ‘Inquiry into the Rise and Growth of the Roval Prerogative 


in England’, published in 1830 
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Nineteen years before that date he had been elected Warden of Dulwich 
College, and became Master in 1820. This new post might have been ex 
pected to break the chains which bound him to Holland House. His em 
ployers, however, would not hear of him going to live at Dulwich. Lady 
Holland confessed unashamedly that she was like a fish out of water if ‘our 
dear Jack’ were absent even for a day, and her entreaties were supported by 
her husband. Allen therefore remained where he was, spending at Dulwich 
only those few hours each week that were essential for the carrving out of 
the duties of his new position. 

Sydney Smith, of course, exercised his wit on the doctor as he did on all 


his friends. When Lady Holland, alarmed by tales of burglars, had an iron 
grating put before her bedroom window, Sydney Smith pretended that the 


truth was that ‘Allen keeps a clergyman in confinement there upon bread 
and water’. This was an allusion to Allen’s sceptical views on religion; these 
earned for him the nickname of ‘Lady Holland’s Atheist’ 

Another amusing story shows him in an ungallant light. Lady Holland 
mentioned to Lord Sefton that Allen and Lord Holland were of the same 
age —about fifty-six. ‘For myself’, she added, ‘I believe I am near the same 
And she sent her page to inquire of Allen who was in the adjoining room 
how old she was. ‘The reply was only too audible: ‘She ts fitty-seven’. ‘This 
was too old for Lady Holland’s liking and she made the page go back again 
‘The only result was a roar from Allen in an even louder voice, ‘I tell you 
she’s fifty-seven!’ 

\llen’s portrait also appeared in contemporary fiction, although it must 
be admitted that the book in question, Lady Caroline Lamb's ‘Glenarvon’, 
took almost all its characters from real life. Lady Holland herself figured in 
its pages as the Princess of Madagascar, while Allen was her high priest, 
Hoiaouskim, who ‘guided the Princess of Madagascar in matters of re 
ligious faith’, 

Brougham and Greville, men more nearly of Allen’s own age, were better 
able to assess his character 

Brougham said that his peculiar merit was ‘the rare faculty of combining general 
views with details of fact No one could be more useful as an adviser upon all 
political measures, because he clearly saw their tendency, and never for a moment 
suffered himself to be led astray by party prejudice or popular clamour’. Grevill 
took a somewhat similar view: ‘He was’, he says, ‘a mixture of pride, humility and 
independence ; he was disinterested, warm-hearted and choleric, very liberal in hi 
political, still more in his religious, opinions, in fact, a universal sceptic 

\llen’s radicalism which was extreme in his early days was considerably 
modified by age. The young Whig who had drunk a toast to the fall of the 
Bastille and who was a ‘somewhat indiscriminate admirer of the French 
Revolution’, became eventually ‘a reformer on so small a scale that he 
could hardly be brought to approve of any change at all in our Parliamentary 
constitution’. Although his patron supported it, he set his face against the 
famous Retorm Bill of Lord Grey’s Ministry and, when the measure became 


law, declared roundly that it had worked great mischiet in the composition of 
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the House of Commons. The truth probably was that Allen had been so 
disgusted by the transformation of the French revolutionary state into the 
imperialism of Napoleon that he grew to mistrust the results of reform. He 
did not, however, change his view about the monarchial system-—he was an 
avowed republican nor did he lose any of his religious scepticism. “The 
Restoration—-not a day of joy to Allen’, is the heading on a letter from Lady 
Holland to her son dated May 29, 1827, the anniversary of the return ot 
Charles II to his Kingdom 
FINIS 

The golden age of Holland House ended when the owner died in 1840. ‘The 
house was left by him for life to his wife and a reflection of its former glories 
was to be seen in the parties she still held there, for, characteristically, she 
did not nurse her grief in solitude, but continued to entertain and be 
entertained. Her time was divided between Holland House and her ‘nut 
shell’, the little town house in South Street left to her by her mother 

After her husband’s death Allen devoted himself even more to ‘my lady 
and was continually at her beck and call. She relied almost wholly on him 
When, after a week’s illness, he in turn died on April 8, 1843, at the age ot 
seventy-two, the blow was a shattering one. There is a tone of pathetic 
helplessness in a letter she wrote to her son a few weeks later. Holland House, 
she said, was out of the question, in spite of the intolerable heat of town in 
the summer. ‘I would and might have tried it, but for this second loss, 
which has deprived me of my prop and companion, friend and protector’ 
Kensington held too many happy memories for her to risk evoking thei 
ghosts from the past. 

With his undoubted talents, wide knowledge and industrious attention to 
detail, why did not John Allen play a more prominent part in the public lite 
of his day? Brougham and Charles Greville, in their sketches of him, ask 
these questions and answer them after their own fashion. Brougham thought 
that Allen might have entered Parliament, but for the social barrier that was 
maintained between the ruling caste and the rest of the community. But, 
with the support of Lord Holland, who was all-powerful in the Whig 
party's deliberations, it is unlikely that social considerations would have pre 
vented Allen from embarking on a political career had he so desired. Greville 
more acutely thought the reason to lie in ‘social habits and still more the 
personal exigencies of Lady Holland’. Allen cannot have been an ambitious 
man; he was content with his comfortable life among his books at Holland 
House and sought to conquer no wider worlds. If he lett nothing memorable 
behind him, he has at any rate gained a secure place in the annals of social 
history, for no account of the Holland House circle in the early days of the 
nineteenth century is complete without some reference to the Scots physician 
who spent the best part of his life at its centre. He lives in the memoirs ot 


others 
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TREATMENT OF THE MALE CLIMACTERIC BY 


COMBINED IMPLANTATION 
By TIBERIUS REITER, M.D.Beruiy, L.R.C.P.& S.Ep., L.R.F.P.S 


‘MALe climacteric’ is a recently introduced and much disputed term. It 
describes a condition occurring in a proportion of ageing males with an 
onset variously given by different authors at between forty-seven to fifty 
three vears. ‘The description ‘climacteric’ in these cases would be correct 
if two conditions were always fulfilled: (a) if the cause of the disturbances 
were always due to the diminishing endogenous supply of gonadal hor- 
mones; (b) if it could be cured by the artificial supply of these hormones 


SYMPTOMS AND DIAGNOSIS 

I'he more or less sudden onset of the serious disturbances and troubles 
constituting the male climacteric is usually preceded by a prolonged period 
of gradually increasing complaints due to a progressive failure of gonadal 
hormone production. ‘The onset itself is so clear that its exact date can 
often be elicited from the patient. It is much more common than supposed 
and is often misinterpreted, with serious consequences 

The symptoms of the male climacteric are varied and very different 
from those of the female. Nervous uncertainty, loss of confidence, and 
irritability are the predominant symptoms, often amounting to a change ot 
personality. Feelings of inferiority, fear of being superseded by younger 
men, and mental fatigue lead to depression, occasionally culminating in 
suicidal tendencies. Failing memory, loss of self-confidence and a vague 
feeling of impending danger have often been described by psychiatric 
researchers as symptomatic of this condition. Sleeplessness and occipito- 
frontal headaches often occur, and occasionally tingling and numbness in 
the hands. Vertigo without traceable cause is sometimes present 

The physical symptoms concern mainly the urinary apparatus. Swelling 
of the prostate and seminal vesicles, with increasing weakness of the 
muscles of the bladder and the bladder-neck, is almost invariably present, 
leading to frequency and urgency, particularly at night, but mostly without 
much residual urine being present. In advanced cases, residual urine may 
accumulate. One of the early and most constant signs of successful thera- 
peutic efforts is the rapid disappearance of these symptoms. Apart from 
these hypertrophic changes in the prostate and seminal vesicles, there are 
no gross involutionary changes; in particular, there are none of the involu 


tionary changes of the sex organs so characteristic in the female climacteric 


‘The participation of the vasomotor system, particularly the tension and 
anatomical changes in the arteries, does not appear to be sufficiently 


clearly understood. ‘There are occasional hot flushes and other vasomotor 
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disturbances without any anatomical changes. ‘The blood pressure does not 
seem to be materially altered. The last and most important group of symp 
toms is of general nature. Muscular weakness, easy fatigability, loss ot 
libido and of sexual potency are the symptoms most stressed by the patients 

Laboratory tests for the gonadotrophic hormone secretion in the urine 
are of great value in the diagnosis and therapy of the male climacteric 


‘lhe amount in the male climacteric and in castrates is about ten times 
greater than in normal people (Heller and Myers, 1944). ‘The success of 
therapy is shown by a gradual decrease of these amounts to normal levels 


rHE TREATMENT OF THE MALE CLIMACTERI( 

\s the clearly recognized cause of the male climacteric ts the gradual 
diminishing, and then more or less sudden cessation, of gonadal hormone 
production, the obvious treatment is the substitution of the natural gonadal 
hormone by the synthetic product. Real progress has been made during 
the last fifteen years and we now have at our disposal the reliable and 
easily administered synthetic products, testosterone, testosterone propionate 
and methyl! testosterone. ‘They can be given by injection in oily solution or 
watery suspension, or by perlingual application, or by implantation. ‘Their 
beneficial effect is almost instantaneous, but they have their limitations and 
difficulties. Injection of 25 to 50 mg., two to three times weekly for six to 
eight weeks, is the usual course of treatment. By perlingual application 
larger doses, of 25 to 50 mg. daily for several weeks, are used 

Although this treatment has a beneficial effect it does not substitute 
sufficiently for the natural supply of gonadal hormones. About seven years 
ago a new method was introduced: the implantation of fused pellets 
| have used testosterone in pellets of 100 or 200 mg. with a total dosage 
of between 300 and 1000 mg. These pellets, implanted into the deep sub- 
cutaneous fat of the abdominal wall or into the fascia of the rectus muscle, 
provide a continuous absorption starting very shortly after the implantation 

Treatment with mixed hormones.- Benjamin (1949), Korenchevsky (1935), 
Loeser (1951), and many other authors have drawn attention to the fact 
that as a rule not one sex hormone alone but a balanced mixture of both 
sex hormones is responsible for the normal development and functioning 
of both males and females. Maddock and Nelson (1952) have recently 


concluded that the Leydig cells produce considerable amounts of cestrogen 


\ NEW THERAPEUTIC APPROACH 
The object of this article is to describe the clinical results obtained in 
27 patients during the last year by implanting a combination of androgens 
and «estrogens, and to compare these results with those previously achieved 
with other methods over about fourteen years with efficient gonadal 
hormone preparations. ‘These patients received a combined implantation 
of 800 to 1,200 mg. of testosterone proprionate 10 mg. of cestradiol 
The ratio of 1000 mg. and 10 mg. is roughly equal to that used in peroral 
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preparations, and takes note of the different absorption coefficients of the 
hormones in fused crystal form, the aim being to achieve equal absorption 
of both. Of these patients, 11 have received one or more implantations over 
several years with testosterone alone and have not been told of the change 
in the implanted materials 

The ages of these patients varied between forty-four and_ sixty- 
seven years, and it was my aim to select only true cases of male climacteric 
exhibiting most of the significant symptoms and signs. 

Before implantation, a course of 12 injections of 1,500 units of gonado- 
trophic hormone (‘pregnyl’), administered two or three times a week, ts 
given to avoid the inhibiting effect of testosterone on spermatogenesis and 
on the interstitial cells of the testes. At the end of the second week the 
implantation is made into the deep fat of the abdominal wall or into 
the fascia of the rectus sheath at about the level of the umbilicus. ‘he 
implant consists of 5 to 6 200 mg. fused pellets of testosterone and 
1 pellet of 10 mg. eestradiol. ‘The trocar-cannula method was used under 
local anesthesia, under strictly aseptic conditions. ‘The patient can leave 
the consulting room immediately after the small operation; there is no 
bleeding, and the small wound heals without suturing after covering with 
‘thiazamide’ powder and a small sterile adhesive bandage. The time 
necessary for total healing is about ten to fourteen days. It is important 


}-inch distance from each other 


that the pellets be placed singly, at about 
into the deep fat, thus preventing coalescence and changes in the absorption 
rate. ‘The pellets never cause inflammation or pain locally, and an occasional 
small blood extravasation is the only accompanying sign. Extrusion of 
crystals caused by infection or intolerance seldom occurs with testosterone 
(one case in thirty) 

The results of the implantation soon become apparent. ‘I'wo to three 
weeks after the operation they become definitely established and remain 
stationary for about six months, when they gradually diminish, and should 
re-implantation be delayed for some reason or other the patient returns 
to his original climacteric state. 

‘The general improvement in all the symptoms, amounting to total cure, 
makes this method the one of choice for the treatment of the male climac- 
teric. ‘The nervous tension, irritability, and loss of confidence disappear, 
whilst the urinary symptoms, even in cases in which they were far advanced 
with considerabie long-standing enlargement of the prostate and sub 
stantial retention of urine, are restored. to normal. ‘The working capacity 
was improved, often beyond ‘the state prevailing for the last few years 
before the implantation. ‘The cardiovascular changes disappeared. Most 
marked, of course, are the changes in libido and potency: libido was 
greatly improved and without exception the potency was restored to a 
level substantially beyond that prevailing for several years before the onset 
of the male climacteric. Whereas the improvement in urinary symptoms ts 
about equal in cases of simple and combined implantation, the nervous, 
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general and sexual symptoms benefit by the combination much more than 
by the single implantation. 
SUMMARY 

(1) ‘he male climacteric is a well-defined condition affecting men 
between the ages of forty-eight and seventy. 

(2) Androgens improve the condition; but their efficiency varies greatly 
according to the method of administration. 

(3) Implantation, as the most physiological form of hormone application, 
is preferable. 

(4) Combined implantation of androgens plus cestrogens in definite 
ratio is much superior to the implantation of androgens alone and, in my 
opinion, is the treatment of choice. 
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A CAUSE OF DELAY IN ADVANCED SECOND 


STAGE OF LABOUR AND ITS TREATMENT 
By P. O'BRIEN, M.B., B.Cu. 


OrreN in the advanced second stage of labour in a nervous primigravida, 
and sometimes also in multipara, when there is no other complication, 
delay is encountered for the following reason:—The os is fully dilated, 
second-stage contractions are well established, and the patient is instructed 
to bear down. Willingly she does so, because, from what she has been told 
previously, she realizes that now at last she has reached the stage where 
she can help herself. She takes a deep breath, holds it, and starts to give 
a big push, but to her horror, there is a most unpleasant sensation in the 
perineum. Surely something is going to burst! She gives a little gasp, lets 
her breath go, and all the benefit of that contraction has gone for naught. 
She is advised that this will not do, that she is only prolonging her own 
troubles, and very carefully she is instructed again in what she must do next 
time. She agrees that the attendant is right and promises to do better with 
the next contraction. However, when it does arrive, her efforts meet with 
the same frightening sensation, and her reaction is the same as before 
This may go on for a long time. The patient becomes more nervous and 
less cooperative. ‘The attendant begins to lose patience. 


METHOD 
What is to be done now? If the patient is strong and healthy, it may be 
decided to let Nature take its course, at the expense of fatigue and frayed 
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nerves all round or, on the other hand, it may be decided to intervene and 
deliver the baby instrumentally, to the great relief of all concerned. ‘here 
is, however, a third course open to the obstetrician, which is both simple 
and effective, and will greatly reduce the number of forceps deliveries in 
this type of case 

At the onset of the next contraction, the attendant, having swabbed the 
perineum and vulva carefully, and placed a fresh pad against the arius, and 
wearing sterile gloves, inserts the index fingers of both hands into the 
posterior part of the vagina, in front of the advancing factal head. He then 
stretches the perineum, gently at first and gradually with more vigour, 
downwards, backwards and outwards, sweeping the fingers in and out 
from the middle line, in the manner described as ‘ironing out’, thus imitating 
the normal mechanism which should be occurring at this stage 

Now that the perineum is being stretched for her, the patient will cease 
to panic; she will push the head down much better with each succeeding 
contraction, and in the course of the next half a dozen or so, the obstacle 
will have been overcome. It will be most gratifying to note the progress 


that is then made, culminating in a spontaneous delivery within a short time 


CONCLUSION 
The method described is a simple one, which will give good results in 
properly selected cases. ‘The second stage must be well advanced, the 


patient should be in the nervous predicament described, there should he 


no appreciable contraction of the pelvic outlet, and the perineum itself 


should not be so rigid as to require episiotomy 


FERROUS GLUCONATE IN ANAMIA OF PREGNANCY 


By W. MERFYN JONES, M.B., B.Cu., B.S 
As references in the literature to the use of ferrous gluconate, without the 
addition of other metallic elements, are scanty, a clinical trial was undet 
taken between February and June 1952, with the main object of examining 
the tolerability of ferrous gluconate in tablet form. It was administered in 
the form of ‘fergon’, a ferrous gluconate preparation containing 11.5 pet 
cent. iron (anhydrous), of which more than 45 per cent. is in the ferrous 


state. Each 5-grain tablet contains 36 mg. of ferrous iron. 


CLINICAL MATERIAI 
\ total of 25 cases were studied. All but four (private) cases were from th 
Northlands (Salvation Army) Hostel, North Road, Cardiff, and were 
unmarried mothers and or mothers-to-be (mainly primipara), averaging 


twentv-two vears of age and attending for observation before and after 
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confinement. Most of them were thought to require oral iron therapy for 
anemia. Three of the patients were not pregnant and attended for anaemia 
due to other causes. 

‘Three patients had taken oral iron in previous pregnancies (or at other 
times); a further three were already taking ferrous sulphate in the form of 
compound tablets of ferrous sulphate (N.F.), or of proprietary preparations 
containing iron in this form. ‘The remainder were given ‘fergon’ without 
having had iron in any form. ‘These were observed for periods varving from 
one to four months 

RESULTS 
The main complaints of the untreated pregnant cases were constipation, 
occasional diarrhoea, nausea, vomitine, and ‘indigestion’ (often featuring 
heartburn). ‘The symptoms in the group of 19 patients given ‘fergon’ without 
previous treatment are presented below and give some idea of the predomi- 
nant symptoms and their relief or not, as a result of treatment. 

Heartburn was complained of in eight cases: in four instances without 
other symptoms, and in one with constipation, one with indigestion plus 
constipation, one with anorexia and one with nausea. In the ‘heartburn 
alone’ cases there was no relief whatever in one case and partial relief or 
improvement in the other three (one, however, had some constipation). 
Relief was obtained in the heartburn plus constipation case, partial reliet 
in the heartburn plus indigestion plus constipation case, as also in the 
heartburn plus anorexia case, and indeterminate results were obtained in 
the case with nausea. 

In the other eleven cases there were no symptoms before or after treat- 
ment in six cases, although two of them had some bowel irregularity and 
one of them had to take aperients. ‘This leaves a balance of five cases: one 
of indigestion (relieved), one of indigestion and occasional diarrhcea (bowel 
movement became regular), two of nausea and constipation (both relieved) ; 
and one in which the tendency to constipation persisted. 

If a legitimate conclusion can be drawn from these two groups of, respec- 
tively, eight and eleven patients, it is that the use of ferrous gluconate 


mainly relieves symptoms when present, and that side-effects are not to be 


expected, although there is a tendency towards constipation* in a small 
proportion of the first group. 

The remaining six patients, detailed below, had been taking other iron 
preparations previously. 


Case 1.—A primipara aged twenty-one, reporting at the 36th week, had com- 
plained of heartburn following treatment witha ferrous sulphate. She was put on 
‘fergon’, three tablets daily on March 20, 1952, and this was continued through her 
confinement on May 1, 1952, and until three weeks later. The patient felt better 
while taking ‘fergon’ and no side-effects occurred. 

Case 2.—A non-pregnant patient, also aged twenty-one, reported for anamia 
following tonsillitis. She had been taking a proprietary preparation incorporating 





*This may be partially explained by the fact that some patients were in bed and 
not ‘up and about’. 
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ferrous sulphate and folic acid, and was complaining of palpitation, ‘wind in the 
chest’ and slight constipation. At the end of three weeks’ ‘fergon’ therapy symptoms 
were relieved and the patient looked much better 

Case 3.—Another non-pregnant patient, aged twenty-three, came for treatment 
for anemia. She had previously been given ferrous sulphate and found she usually 
vomited about an hour after taking it. This symptom disappeared when she was 
put on ‘fergon’, three table ts daily 

(Case 4 A married woman, aged twenty-eight, attending for her fourth confine- 
ment and suffering from anamua, had previously taken a proprietary preparation 
containing ferrous sulphate, together with vitamin pills; and this had made her sick 
‘Fergon’ treatment caused this symptom to vanish, there berg at the same time no 


indigestion and no heartburn 


Case 5 \ multipara, aged twenty-nine, had taken ferrous sulphate during a 


previous confinement without any upset. A tendency to diarrhoea following a dosage 
of six tablets of ‘fergon’ daily for three weeks disappeared when administration 
was reduced to three tablets daily 

(‘ase 6 \ non-pregnant patient, aved twenty-six, convalescent trom 
ylandular fever, had been unable to take iron in any form without its ‘repeating’ or 
causing vomiting. When she could ‘keep the tron down’ constipation often followed, 
accompanied by right-sided abdominal pain. No such symptoms followed the 
administration of ‘fergon’ in a dose of three tablets daily 


‘These six cases confirm a clinical impression that the administration of 
‘fergon’ in cases intolerant to iron in other forms is for the most part not 
followed by the usual symptoms of heartburn, constipation, nausea and 
vomiting. A dosage of six tablets daily in one instance was associated with 
diarrhaca, but in no case did the daily administration of three tablets give 
rise to this or any other ill-effects. Three tablets of ‘fergon’ daily were 
usually considered adequate. ‘This was the dosage throughout in four of 
the above cases and in 13 of the larger group (i.c., in 17 out of 25 cases). 
\ higher dosage of six tablets daily was used throughout in four cases, and 


other variations in the remainder. 


HEMATOLOGICAL FINDINGS 

\n improvement in the blood picture may be expected on the lower dosage 
schedule of three tablets daily. Hamatological findings in the series as a 
whole are insufficient to fix either an optimum or a minimal dosage, nor 
can one confirm or refute the effectiveness of this same dosage (three 
tablets — 108 mg. ferrous iron) claimed by Reznikotf and Goebel (7. elf. 
Invest., 1937, 16, 547) in their cases of iron-deficiency anawmia treated with 
ferrous gluconate. On the other hand, taking four consecutive blood exami- 
nations as a minimum requirement, the averaged figures for 11 of the 
‘fergon’-treated cases are available. 

The movement of the haemoglobin (expressed as a percentage) from the 
28th week of pregnancy to the fourth month post-partum is shown in the 
accompanying graph (fig. 1). 

The extreme individual range of hamoglobin (estimation by electric- 
cell method) was from g.g. g. Hb. per 100 ml., to 15.0 g. ‘The average at 
the 34th week of pregnancy was 11.0 g.; at a fortnight on either side of 
term, 11.3 g. and 12.7 g. respectively; and at the second and third month 


post-partum, 11.9 g. Opinion varies as to the minimal ‘normal’ Hb. level 
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in the pregnant woman. Adair, Dieckmann and Grant (Amer. J. Obstet 
Gynec., 1936, 32, 50) made it 10 g. per cent., and Benstead and ‘Theobald 
(Brit. med. F., 1952, i, 407) just over 12.0 g. The latter found two-thirds 
of 2000 cases subnormal within the first 16 weeks of pregnancy and 6.5 pet 
cent. ‘severely anamic’ (below 10 g.). Leitner (/bid., 817) regards anything 
less than 12.0 y. as subnormal. 

On the basis of current views, the figures for the present small series 
appear to be satistactory, and confirm the belief that when tron deficiency, 
or poor iron absorption, is to be expected, oral administration of ferrous 
gluconate is, quite apart from its tolerability, an adequate substitute 
tor ferrous sulphate. 
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SUMMARY AND CONCLUSION 

(1) Ferrous gluconate has been administered to a group of 22 pregnant 
and 3 non-pregnant women tor a period averaging g8 days 

(2) In this form ferrous gluconate was well tolerated and relief (or partial 
relief) of the customary symptoms of the untreated pregnant case was 
the rule 

(2) Six cases in which other forms of ferrous iron had previously been 
taken in four of them with symptoms of intolerance experienced no 
such side-effects when ferrous gluconate was prescribed 

(4) Hamatological findings are recorded for 11 cases 

(5) It subsequent investigation confirms the tolerability of ferrous 
gluconate it will prove a useful weapon in ot>er iron-deficiency anzmias 
met with in general practice 

‘The ‘fergon’ tablets used in this investigation were kindly supplied by Bayer 
Products Ltd 

I am grateful to Dr. J. L.. Withey, Department of Hamatology, Royal Infirmary 
Cardiff, for the many red cell counts and Hb. estimations done for these cases, and 
for advice on their interpretation 





CURRENT THERAPEUTICS 
LX. VERATRUM AND ITS DERIVATIVES 


By RALPH KAUNTZE, M.B.E., M.D., F.R.C.P 
Issistant Phy st 7an, Guy's Hospital 


No pharmacopolhist could sell one grain of helebore 
1 Sentrmental Journe 


IN discussing the etiology of Bright's disease and the pre-albuminuric stage 
F. A. Mahomed (1874) wrote 


No classes of disease are more irresistible un ther progress, Or more hope less 
their prognosis when once fairly established, than those bearing the name of Bright 
sooner or later, in one way or another, they invanably bring about the death of the 
patient 

This perhaps overstresses the lethality of hypertension in general; yet, in 
men particularly, it is a killing disease and after a certain stage the downhull 
course is rapid. In the so-called benign type the primary cause and the 
reason tor sudden deterioration in the disease remain unknown; in con 
sequence, it is sometimes suggested that the hypertension ts compensatory 
and should thus be left alone. Such nthilism should not readily be accepted 


although it is possible that initially the hyperpiesis may have served some 


purpose, its continuation ts all too often detrimental. | urthermore, it has 


been shown in hypertensives that the cardiac output, and the renal and 
limb blood flows remain adequate at normotensive levels (Frets et a/., 1949) 

‘The aim of treatment then in hypertension, no matter how induced, ts 
primarily some lowering of the arterial pressure and maintenance at a lower 
level, not necessarily normal tension. There is no clear evidence that by so 
doing the risk of thrombosis in cerebral or coronary arteries 1s increased 
lhe blood pressure in essential hypertension is peculiarly labile, responding 
to sympathectomy, pyrogens, diet and drugs. All too often such response ts 
temporary, and with drugs there is the additional feature of untoward side 
etfects; none the less, these are less exacting than the rigours of surgery 
Preparations of veratrum viride (the American hellebore) and album have 
enjoved a long, and at times sinister, place in therapeutics; yet for many 
vears it has been known that veratrum viride would lower the blood pressure 
and it has been used on occasion with success in eclampsia. The difhculties 
of preparing extracts of uniform potency have until lately precluded con 
tinuous treatment. Interest in the treatment of hyperpiesis with veratrum 
wiride was renewed tollowing the publication of the results of Freis and 
Stanton (1948). A year later Stutzman et a/. (1949) obtained by fractionation 
of veratrum viride, a potent, stable, reproducible mixture of ester alkaloids, 
to which the trade name of ‘veriloid’ was applied This fraction did not 
contain any of the potent alkaloids previously isolated. Among other com 
mercial preparations are ‘veratrone’ (Parke Davis & Co.), ‘vertavis’ (Irwin 
Neisler & Co.), and ‘anatensol’ (Squibb) 
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\s the wartde preparations are mixtures of alkaloids, standardization en- 
tails bio-assay, in some the Craw unit, namely, that quantity yielding 
systolic arrest of the daphnia heart, or the carotid sinus reflex is used 
With veriloid, however, standardization is by assay of the hypotensive effect 
in dogs, a method more reliable than the measurement of lethality. The 


pharmacological actions of veriloid are similar in man and dogs. A crystalline 


derivative of veratrum album, ‘protoveratrine’, has been used by Meilman 
and Krayer (1949). Subsequently more potent alkaloids have been obtained 
from veratrum viride in pure form (Freis et al., 1950), thereby allowing 
standardization by weight. Of these ‘germitrine’ is the most potent. Un- 
fortunately, the curves of its hypotensive and toxic effects run parallel to 
those of veriloid, thereby denying the immediate hope of separation of these 
properties 
PHARMACOLOGY 

‘The main effects of versloid both in man and dog are hypotension, bradycardia and 
emesis. The hypotensive action is proportional to the original mean arterial pressure 
and is associated with arteriolar dilatation in skeletal muscle, the splanchnic area and 
the skin, probably together with venous constriction (Stutzman et al., 1949), an 
effect similar to the hypotension in the early stages of bleeding. The sites of action 
are on the central nervous system direct and the afferent vagus. On rapid intra- 
venous injection in man, the subsequent fall in blood pressure precedes the slowing 
of the pulse, and atropine causes only a slight elevation in the hypotensive level 
although restoring the heart rate. With slow intravenous infusions bradycardia 1s 
not common, and with oral administration it is often inconspicuous. In the dog 
me ither Vayectomy nor atropine, nor removal ot the carotid bodies interteres with 
the hypotensive response to veriloid. In cross-circulation experiments, when veriloid 
is restricted to the head, hypotension occurs in full measure; when limited to the 
body the hypotension matches the bradycardia and is abolished by atropine or 
vagectomy (Swiss and Maison, 1952). After subarachnoid procaine in the dog no fall 
in blood pressure with veriloid occurs (Sarnoff, 1952). ‘These findings support 
Maison’s view that the hypotension is mainly of central origin and that only when 
bradycardia is considerable does the von Bezold (1867) retlex with vagal lowering of 
cardiac output play a part. There seems no confirmation that peripheral arteriolat 
dilatation results from afferent vagal impulses, originating in the myocardium and 
lungs 

Veriloid 1s not sympatholytic or ganglion blocking, hence the pressor responses to 
icute hypotension remain, as can readily be shown by the Valsalva manceuvre ; nor 
does it interfere with the action of noradrenaline, and it 1s therefore inactive in the 
hypertension induced by a chromaftinoma ‘ 

Bradyeardia ts vagal in origin and readily abolished by atropine. In one patient it 
was sufficiently profound to cause the omission of treatment. It may occur with 
veriloid by all routes and ts related to the blood concentration, thus being frequent 
in rapid intravenous infusion. The reflex is mediated through vagal receptors in the 
myocardium and 1s not present when the drug is confined to the head. Stearns and 
Maison (1950) have shown increased systolic contraction in the isolated heart 
perfused with veratrum, but in concentrations higher than those in clinical use 

All potent preparations of veratrum give rise to emesis, even the pure alkaloid, 
either as a direct effect or as the outcome of profound hypotension. With intravenous 
injection the vomiting, when present, occurs subsequent to the main fall in arterial 
pressure. ‘That the destruction of the drug is relatively slow may be inferred by the 
constancy of the emetic threshold despite variation in the rate of administration 
Veriloid is not absorbed from the gastric mucosa nor has it local action (Swiss et ai 
1951). It is suggested by Borison and Fairbanks (1952), that in the cat, interruption 
of the vagus above the nodose ganglion invariably prevents the emesis induced by 


ve niloid 
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rREATMEN1 

There is so far no indication that treatment of the hypertension with 
veratrum arrests the progress of the underlying disease, even though the 
hypertension may be controlled for as long as two years; for this reason there 
is at present no point in treating the symptomless patient, with the exception 
of the hypertension occurring in pregnancy. In this latter group the raised 
arterial pressure may be readily controllable to delivery with the enhanced 
prospect of a live birth. There are then two main groups suitable for trial 
with veratrum, the acute presenting with encephalopathy, and the chron 
with cerebral or cardiac symptoms. I shall reter to ‘veriloid’, the oral and 
intravenous preparations of which are readily available; the intramuscular 
preparation has only recently been introduced 

In acute hypertensive encephalopathy, veriloid, in a dose of up to 1 ug 
per kg. body weight per minute, ts injected intravenously over a period of 
ten minutes. ‘lhe veriloid should be diluted to 10 ml. with saline or isotonic 
glucose solution and given at the rate of 1 ml. per minute. ‘The blood pressure 
will begin to fall towards the end of the injection, and will reach its nadir in 
about twenty minutes, remaining low for the succeeding hour or so. Certain 
patients will require double this dose at the outset; alternatively, the in- 
fusion may be repeated it the response ts inadequate and no untoward side- 
effects are manifest. If hypotension is too profound, then ephedrine hydro- 
chloride, intramuscularly or intravenously, will readily reverse this. Sub- 
sequently the arterial pressure should be maintained by a slow intravenous 
infusion, containing 0.05 mg. per kg. body weight tn a litre of isotonic 
glucose, at a rate not greater than 100 ml. an hour, and controlled by re 
peated readings of the blood pressure until this ts stable. It ts important 
that a saline intravenous drip should be established before the bottle con- 
taining veriloid is attached, in order to avoid any rapid infusion at the out 


set. The blood pressure may be controlled continuously by the intravenous 


route, or the intramuscular preparation may be substituted, the dose of 
which will be governed by the previous experience of the intravenous route 
Intramuscular injection will produce its maximum effect in about one hour, 
so that the minimal interval between injections should be three hours 
Eventually such patients should be tried by the oral route; unfortunately, 
in a number this will not be adequate, and for these patients I have used 
hexamethonium by intramuscular injection. It may be that intramuscular 
veriloid would be equally satisfactory, but I have not had sufficient ex- 
perience of this to form a conclusion. 

Such treatment of encephalopathy may be dramatic in its relief of symp 
toms; in the preterminal stage, however, there may be no hypotensive 
response; but absence of oral response does not indicate inactivity by the 
intravenous route 

In the chronic group an overriding consideration is the presence of gross 
retinopathy; for it ts unlikely that the retinal changes will show any rapid 


regression unless the diastolic pressure is reduced to gs mm. Hy for part 
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of the day. This has previously influenced me in favour of intramuscular 
hexamethonium. There are, however, great objections to the parenteral 
route in a relatively chronic disease: some preparation is required which is 
effective by mouth, the action of which is not too short-lived, and which is 
free from unpleasant side-effects or has a wide margin between its hypo 
tensive and toxic properties. It is regrettable that there is at present no such 
preparation. With veriloid the vagaries of intestinal absorption (as deduced 
biologically, for there is no method of detecting weratrum esters in the body 
fluids), and the critical margin between hypotensive and toxic effects are 
on occasion an insuperable bar to success in treatment. ‘They remain as a 
spur to research. Veriloid taken fasting produces its maximal effect between 3 
and 5 hours after ingestion, but there is individual variation from day to 
day. Food taken after the drug will hasten absorption and toxic symptoms 
may ensue: in consequence, the doses should be spaced at intervals of not 
less than 44 hours and administered after food. Either a three- or four-dose 
schedule may be instituted. ‘The smallest effective total dose is 8 mg. daily; 
with four doses the larger rations are best given early and late, and with 
three doses late. It is usual to start with 2 mg. after breakfast, lunch, tea 
and before retiring. After three days the dosage should be increased by the 
addition of 1 mg. to the first and last doses. Three days later a further incre 
ment is made, and so on until an adequate hypotensive response or toxicity 
occurs, but it is wise not to exceed 26 mg. in the day. Such graduation of 
dosage is important, for the margin between a negligible and profound 
hypotensive response may be critical. Ideally the patient should be in 
hospital during the early phase of treatment, but it is possible to stabilize a 
reasonably intelligent patient with casual readings of blood pressure. Dur 
ing subsequent weeks and months the dosage may need adjustment; not 
infrequently, freedom from symptoms is followed by extension of activity or 
the progression of the disease demands more veriloid. ‘The main object ts 
to maintain the concentration of the drug within narrow limits, but the 
variability in intestinal absorption makes this difficult. One patient received 
no less than 42 mg. daily by mouth without any marked effect upon the 
blood pressure, yet with intravenous infusion, hypotension was readily pro- 
duced. She had gross delay in gastric emptying 

The diastolic pressure should be kept between 90 and 120 mm. He 
depending upon the original level. Measurement of the blood pressure 
about 4 p.m. gives the best guide to che lower limits during the day 

The restriction of sodium to 200 mg. daily is of great help in potentiating 
veriloid, but it is extraordinarily difficult to keep patients on such a regime 
for long. Digitalis may be given concurrently, as may the mercurial diuretics 
Veratrum is not apparently excreted by the kidney, in that the duration otf 


hypotension is not increased by acute nephrectomy in anesthetized dogs 


rFOXIC REACTIONS 


‘Toxic symptoms are so common, occurring even with 12 mg. of veriloid 
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daily, that some explanation of their nature must be given to the patient at 
the outset of treatment: they are alimentary and circulatory. ‘The former 
may appear in the following order: substernal discomfort at times amount 
ing to pain but without spread; salivation, hiccup, nausea and recurrent 
vomiting. ‘The substernal discomfort presumably arises in the cesophagus 
and is analogous to heartburn, unaccompanied by change in the electro- 
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Fic. 1.—Male aged forty-one, essential hypertension, showing res 
veriloid’ during one year. 


cardiogram. Nausea and vomiting may occur without antecedent symptoms ; 
they are not necessarily associated with any gross fall in blood pressure or 
heart rate; conversely, profound hypotension may be free from vomiting 
\lthough the site of production of nausea and emesis is probably separate 
from that of hypotension, the two effects appear inseparable even with the 
pure alkaloid. Recumbency will often ward off nausea when slight, but it 
vomiting is prolonged (and when severe it may occur at five-minute intervals 
for an hour), the subsequent dose of veriloid should be halved. Atropine, 


hyoscyamine and the antihistamines have not been of great help in over- 
coming nausea. ‘The simultaneous administration of phenobarbitone with 


veriloid has been the most successful procedure in raising the threshold to 


nausea, 
The circulatory symptoms that result from hypotension are coldness in 
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the hands and feet, shakiness and weakness of the legs, faintness and 
collapse; all of which are exaggerated by alcohol. Lying flat will usually 
alleviate matters, otherwise ephedrine hydrochloride is the antidote. On 
account of emesis, overdosage of veriloid by the mouth is unlikely to prove 


fatal and in this respect is preferable to hexamethonium 


RESULTS OF TREATMEN1 
Although the intravenous infusion of veriloid may temporarily control 
encephalophy it is unfortunately only palliative. Similarly, with oral treat- 
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Fic. 2.—Male aged fifty-one, essential hypertension, showing response 
during sixteen months. 

ment the underlying disease progresses, although the tempo may perhaps be 
slowed. My experience has been chiefly with severe hypertension, either of 
essential or renal origin, in which more rapid assessment of the efficacy of 
veriloid appeared possible (Kauntze and ‘T'rounce, 1951). In this group no 
attempt was made to restore normal arterial tension. About 60 per cent. of 
hypertensives will respond to oral veriloid, but in less than half of these will 
such a response be adequate and maintained without persistent side-effects. 
The longer such patients are followed the less satisfactory is the result, yet 
they may remain symptom-free except for occasional toxic reactions, and 
resume their occupations. 


Figure 1 gives some indication of the progress over a year in one such patient 
a severe hypertensive in whom treatment with veriloid was started one month after 
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a cerebral thrombosis. He has remained at work as an editor, although latterly 


troubled by occasional headache 
is an example of less severe hypertension, in which impairment of vision 


and headache have been quite relieved. At 42 weeks he was admitted to hospital 
with a crush fracture of a lumbar vertebra, and veriloid was omitted. It wall be 
seen that the blood pressure had not reached its previous control levels a week later 
and this is a not infrequent although temporary finding 


Figure 2 


In the remainder the effect on blood pressure may be relatively slight 


and the margin between the toxic and hypotensive so critical as to make 
treatment out of hospital imprudent. Yet when encephalopathy ts frequent, 
the patient will endure recurrent side-effects rather than the encephalopathy 
The disappearance of triple rhythm and alternation, the lessening of 


dyspnora, the loss of facial moftling, and the improvement in mental acutty 


may be the reward of perseverance. 

In certain patients the hypotensive etfect at rest is trivial although symp- 
tomatic improvement is claimed, and here assessment is most difficult 

Veriloid, unlike lumbo-dorsal sympathectomy, does not abolish the over- 
shoots to acute hypotension, such as occur in bouts of coughing and strain- 
ing, but these are set at a lower level, which must give some protection to the 
coronary and cerebral vessels. 

\fter prolonged oral treatment the electrocardiogram shows no lessening 
of the heart strain pattern. Although retinal a@dema and hamorrhage may 
vradually resolve, the arterial deformity remains. ‘There appears to be no 
deterioration in renal function which can reasonably be ascribed to veriloid 
Kither cerebral thrombosis or hemorrhage may occur under treatment; | 
doubt whether therapeutic hypotension has any bearing on the development 


of cerebral thrombosis. 
\lthough it 1s not possible to say with certainty which patient will respond 
to treatment, in the fortunate 20 to 30 per cent. the benefits, although tem- 


porary, are very real 
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THE TREATMENT OF THREADWORMS 


Ir is a debatable point whether or not threadworms should be treated. This 
somewhat heretical statement is based on the fact that the worms are harmless in 
the vast majority of cases, and that although the doctor may be fortunate enoug! 
to rid the child of threadworms for a time, yet the chances are high that thes 
worms will return, after a variable interval, owing to reinfestation. Unfortunately, 
however, once treatment has been given the mother will usually demand repeated 
courses of therapy, and in the process, the family, and particularly the child, 
become more and more obsessed with the process of elimination of these relatively 
harmless parasites. 
CLINICAL SIGNS AND SYMPTOMS 

lhreadworms are credited with being the cause of many symptoms, which include 
chronic ill-health, convulsions, raging appetite, abdominal pain, loss of weight, 
and other such unpleasant complaints. If this were truc it would certainly 
be our duty as doctors to rid our patients of these worms, but fortunately there ts 
no evidence to support these claims. ‘There are no accurate figures tor the in 
festation rate of the general childhood population, but this is very high, and vet 
in the vast majority of instances no symptoms occur. ‘The only definite symptoms 
due to threadworms are anal irritation and, in girls, vulvovaginitis, with consequent 
sleeplessness. ‘These symptoms result from the habits of the female worm which 
emerges from the anus during the night in order to lay her eggs on the perianal 
skin. ‘This irritation may also cause nocturnal enuresis. 

There is little evidence that threadworms cause the vague abdominal pain with 
which they are so often credited, and it seems likely that this statement is based 
on the fact that in some cases of appendicitis in children the appendix at operation 
has been found to contain threadworms. It appears that occasionally, when large 
numbers of threadworms are residing in the appendix, the symptoms of ap 


pendicitis may occur, but these cases are not common and it is probable that 


apart from such instances threadworms rarely if ever cause abdominal pain 

In children whose intestines are harbouring threadworms, a dietetic digestive 
upset which causes diarrhea and abdominal pain will also result in the expulsion 
of large numbers of the worms. It is easy to understand how in these cases the 
worms are blamed for the digestive upset when in fact their appearance is merely 
the result of excessive bowel movement consequent upon the child’s dietary 
indiscretion 

The importance of these arguments is that abdominal pain in childhood must 
not be passed off as due to threadworms, and in the vast majority of cases some 
other cause will be found. 

TREATMENT 

The two most popular drugs in the treatment of threadworms are gentian violet 
and diphenan. Gentian violet is given in coated capsules in a dosage of 1 6 grain 
(10 mg.) per day for each year of life. ‘This quantity is given in three divided doses 
daily for seven days, and can then be repeated after an interval of one week. The 
adult dose is 1 grain (65 mg.) three times a day. Gentian violet has the dis 
advantage that small children are particularly liable to bite the capsules, with the 
result that the dye is widely scattered in the mouth and elsewhere. Diphenan is 
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suppiied in tablets containing 0.5 g., and the dose is } tablet for infants up to 14 
vears, | tablet from 1} to 10 years, 1 tablet for children over ten years, and two 
tablets for adults. This dose is given three times a day for a week, and is followed 
by a dose of castor oil of 1 to 4 teaspoonfuls, according to age. If necessary, a 
further course may be given after one week's interval. 

Santonin is also effective, and the usual dose for a child ts 2 grains (0.13 g.) 
daily for one week. Ouassia enemas, although not an etiective form of treatment to 
eliminate all the worms, are nevertheless very useful in that they give sympto 
matic relief to children in whom a heavy infestation is causing severe perianal 
irritation and sleeplessness. 

Whatever form of treatment is chosen it ts essential that all the atfected members 
of the household should be treated at the same time in order to reduce the chances 
of reinfestation. It is desirable that every member should receive treatment 
including those adults in whom no worms have been seen, since it 1s more than 
likely that the whole family ts involved 

In addition to treatment with vermifuges the general management ot the child ts 
of the utmost importance in order to prevent carrying of the ova on the fingers 
trom the perianal region into the mouth. For this reason the nails should be kept 
short, gloves and tight pants worn at night, and particular attention paid to th 
cleanliness of the child’s hands before meals. ‘The gloves and pants should b« 
clean each night. Mercury ointment smeared over the perianal region at might will 
help to reduce irritation since the worm seldom crosses this barriet 


CONCLUSION 
It can only be emphasized that the treatment of threadworms, if it ts to be etfective, 
must be vigorous and consist in much more than the simple giving of vermifuges 
to one child in the family. For this reason, in cases in which the worms are not 
causing symptoms, much anxiety and distress can be avoided by minimizing the 
condition and persuading the parents that treatment is not essential. It is sur 


prising how often threadworms will disappear for long intervals in children who 


have received no treatment 
HuGu JOLLY, M.D., M.R.C.P 


Consulting Paediatrician, Plymouth Climceal Area 
¢ 


THE TREATMENT OF SCIATICA 


Sciatica’ needs defining. The term is commonly used synonymously with 
sciatic neuralgia’. ‘here are some who give it an even wider denotation, including 
any instance of referred pain in the jeg; and the result is that we rarely know what 
they are talking about 

‘Sciatic neuralgia’ is pain along the course of the sciatic nerve, due to direct 
irritation of the nerve, or one or more of its roots (L4——-53). The many possible 
causes include grave diseases of the lumbar spine, such as carcinoma, tuberculosis 
and ankylosing spondylitis; and there are probably many causes the nature of 
which escapes us. I shall first consider sciatic neuralgia caused by compression of 
lis or Si nerve root by a lumbar disc protrusion -for which the name ‘sciatica 


might reasonably be reserved 
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THE DISC SYNDROME 
The acute attack.—The only medical treatment of any radically curative value ts 
rest, securing so far as possible immobility of the lumbar spine 

The manceuvres called ‘manipulation’, carried out in the fond hope of inducing 
a local bulge of the nucleus to retreat between the vertebral bodies, are futile and 
dangerous. 

Rest for the lumbar spine is best obtained in bed, in the hammock position 
the head and shoulders are well raised by pillows, and two soft pillows are placed 
under the knees. For sleep the patient may choose his position. 

Current practice is to begin with a period of rest in bed in the hope that severe 
pain will have largely abated within about four weeks. But if after this time there 
is no improvement, the lumbar spine is immobilized in a short plaster jacket, and 
light activities resumed. This prevents all but slight movement at the level of the 
dise protrusion ; but, of course, the weight of the body is again transmitted through 
the damaged disc, and nuclear pressure, high even in recumbency, is thereby in- 
creased. ‘The jacket is therefore unlikely to be so effective as rest recumbent, but 
it has the great advantage of avoiding prolonged inactivity. ‘There are som« 
patients who find the constriction of a plaster jacket quite intolerable : they become 
wretched, and sleepless, and plead for its removal. It should be removed at once, 
and the patient returned to bed. As a rule, it will be left on for two months. 

Analgesics should be given in adequate doses: e.g. ‘physeptone’, one 5 mg 
tablet four- or six-hourly, or pethidine, one 50 mg. tablet six-hourly for sever 
pain; compound tablets of codeine, one or two six-hourly in less severe cases 

All forms of physiotherapy should be avoided. Other useless procedures ar 
administration of vitamin B,; injections of saline into and around the nerve; 
immobilizing the painful limb with sandbags or splints; and usually ineffective 
are procaine injections into tender spots in the lumbo-sacro-iliac area, or epidural 
injections of saline and procaine. 


INDICATIONS FOR OPERATION 
During a first attack of sciatica, there are none: except the unusual occurrence of 
severe and intractable pain with evidence of severe nerve damage. 

The operation involves hemilaminectomy, removal of the protrusion, and 
curetting out nuclear material from the central part of the disc. The patient will 
be in bed for some three weeks, and convalescent for a variable time before re- 
suming work. Operation will not be lightly advised: for complete failures, though 
relatively uncommon, present a difficult problem. It will be considered in cases 
of recurrent, severe and intractable sciatica, gravely curtailing the patient's 
normal activities. 

RESIDUAL SYMPTOMS 
When severe pain has abated, relatively minor symptoms may persist for many 
months: occasional mild sciatic neuralgia after standing or sitting for long periods ; 
a feeling of tightness or aching discomfort in the back of the thigh; numbness 
of the foot; slight muscular weakness, especially of glutei, dorsiflexors of the foot, 
and calf muscles. 

For these residual symptoms physical treatment may reasonably be tried 
Radiant heat and massage, or diathermy, are often used. I believe the constant 
current to be helpful symptomatically ; but its use is entirely empirical, and | am 
not prepared to defend it on other grounds. Exercises to strengthen the weakened 
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muse les are often indicated. ‘There are some who strongly advise eXtension exer 


cises for the lumbar spine: I have never been convinced that this is either rational 


or useful 

SCIATIC NEURALGIA FROM OTHER CAUSES 
It is held to be possible to diagnose sciatic neuralgia due to lumbar disc protrusion 
with a fair degree of accuracy by symptoms and clinical signs alone. There are 
many cases of sciatic neuralgia in which the full clinical picture of the disc syn- 
instance, lumbar signs may be absent, or the Laseguc 


We do not know what they are 


drome is not found: for 
test may be doubtfully positive Some may be 
minor disc lesions, or due to root irritation from osteophytosis of the lumbar 
spine ; some may be due to a local vascular disturbance in the sciatic nerve; and it 
may be that we have too hastily killed the notion of a sciatic ‘neuritis’. It seems 
probable that many cases thought to be sciatic neuralgia are really instances of 


referred somatic pain, the operative lesion being a ‘fibrositis’ in the lumbo-sacral 


area 

Often pain is of only moderate severity, and many patients say that they feel 
better moving about than when resting. Rest is not of such urgent importance for 
them as in the disc syndrome ; only if pain is obviously severe need complete rest 
in bed be advised. 

Many forms of physiotherapy are used, but there 1s no general agreement about 
their efficacy. I rely largely on a constant current treatment. If palpation of the 
lumbo-sacro-iliac area reveals localized zones acutely tender to finger-tip 
pressure, their treatment by procaine injections, or by local heat and massage, 
may be advised. Its success, however, suggests that we are dealing with referred 


pain in the leg rathe: than with true sciatic neuralgia. 
KENNETH STONE, D.M., M.R.C.P. 
Phystcian, Arthur Stanley Institute, Middlesex Hospital, 
and the Kensington Institute of Rheumatic Diseases 


NOTES AND QUERIES 


suria and a 


glucose tolerance test 1s within 


Treatment of Furunculosts 
sixties has suffered normal limits 


QueERY A man in the late 


during the past two years from furunculosis of restriction of 


REPLY In my experience, the 


inside the nose. carbohydrates is very important in the treatment 


trouble ot 


the neck and, to a lesser extent 
He has hitherto been free from this 


ilthough he has 


furunculosis and, especially, the complet 


always been susceptible to avoidance of sugar and sweets. I have never 


pyogenic infections, e.g. whitlows. I can identify seen any benefit from staphylococcus toxoid, 


no change in his life or (exemplary) habits, such 
as periods of extra financial worry with which, I 
believe, the psychologists associate this dis- 
ability. Recently he 


staphvlococcus toxoid and to his disappoint- 


has had a full course of 


ment and disgust, a cervical boil has appeared 
the first for emht month I shall be grate ful for 
anv suggestions as to causation and prevention 

There seems some difference of opinion on 
furunculosis to 


has been 


the possible relations! ip ot 


carbohydrate ingestion. My patient 
particularly fond of starch 
his life. Is it likely that restriction has now be- 


There s, of course 


foods and sweets all 


lesirable no givco 


come 


but I have seen improvement following a course 
of staphylococcus vaccine, either stock or auto- 
I he t 


generally found thac weekly doses of i.sr to sor 


genous. As regards local treatment, 
of superficial x-rays to the affected area are of 
great help in getting rid of persistent boils. If 
this treatment may 
ultra-violet light 
to the rest of the 


raved 


there is no contraindication 


be combined with general 
baths, weekly or twice weekly 


b« ry . 


As staphylococci are spread from one follicle 


avoiding the area which is being x 


to another over the surface and not vta the blood 
stream, it is usually helpful to apply some form 


ot surtace disinfectant, and the following lotion 
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diluted at first water and 
= 


mopped on twice daily and allowed to d 


with equal parts of 


often useful for this purpose 


‘ t , + “rains 
6 grains ( 


to 1 ounce (245.61 


vellow mercuric oxide may be 


if there 


Ointment of 


put info the nostrils daily are furuncles 
there 
A boil of 


treatment 
sith dail 


sufficient severity to warrant such 


can usually be fairly quickly cured 


intramuscular injections of procaine 


units; these should be con- 


days if the boil has sub- 


penicillin, 300,000 


tinued for about five 
sided. This may 
boils arising. The local application of penicillin 
is probably best avoided on account of the risk 
the 


not, however, prevent future 


of sensitization. I have no experience of 


; yn the treatment of boils 
ROXBURGH, M.D., F.R.C.P 
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(estrogen Administration During 


Menopause 
QUERY Is it that 
«estrogens prolongs the duration of the meno- 


truc the administration of 


pause? Once one starts to administer orstrogen 


it is difficult to assess the progress of the meno 
pause. It is usually recommended that ad 
ministration be punctuated by periods during 
which it is withheld. Sooner or later flushes again 


How can one be certain that these are 


uppear 
not associated with the fall in aestrogen from the 


level 


harm ever been shown to result from 


artificial created by its administration? 
Ilas any 


long-continued administration? 
REPLY As 
climacteric 

difficult to 
affected by 
however, the 
patient usually only last for some months or up 
to two years. Clinically, there 1s the impression 


process of the natural 
up to fifteen 
its duration may be 
Of this 


trouble 


whole 
last 
whether 


the 
may years it 1s 
State 
time, 


the 


«estrogen treatment 


symptoms which 


that if cestrovens are given in too large doses this 
symptomatic phase can be prolonged because 
the endocrine imbalance between the anterior 
pituitary and the ovary is affected. The principle 
given intermittently ts to try to 


of low dosaye 


instability. Larger 
dosage the 
sensitive and then still larger doses are needed 
If flushes reappear they show that the anterior 


pituitary activity is still present rather than that 


avoid prolongation of this 


also seems to render patient in- 


they are due to alterations in the arstrogen level 
Moreover, not all flushes are due to this mechan- 


ism, as Vasomotor instability may exist apart 


from it, and be exaggerated by the psycho 
logical response of the patient and be relieved by 
explanation, reassurance and giving of pheno 


barbitone 


TITIONER 


kver 


extensive ¢ hange ‘ 


since Lacassaizne 


which can be produced 
r 


high do 
that 


the breast tissue of rodents by age 


«wstrogens there has been a feeling 


dangerous. [ 
lite the 


terone 


ment might be potentially 


normal conditions in adult action 


«estrogens is modified by proge and 


changes in pregnancy. Apart from the effect of 


possibly prolonging the time of endocrine in 


stability, as mentioned above, astrogens at thi 


time act on tissues which normally should be 


becoming less exposed to them. The sensitivit 


of the uterus varies considerably and the taking 


now ot po t 


of cgstrogens ts a frequent cause 


menopausal bleeding which gives rise to fear 
to the presence of cancer and to the nece 

Any patient with hyperplasia of the 
should 

except for episodes of menorrhagia; the 
The activit 


curettage 


endometrium not be given astrogen 


arrie 
applies to those with endometriosi 
of both of these 
(rstrogens. 


condition depend upon 
There is no positive evidence that estrogen 
the But 


that protracted 


ociated tactor 


directly induce carcinoma in human 


it is by no means impossibk 

cwstrogenic activity might be an a 
Avers and others have postulated that if the h 
then carcinoma 


There 1 


mecidence of cat 


fails to mactivate crestrogen 


the cervix might be made more likely 
that the 
hod, 


who have had preceding endometrial | 


also some evidence 


cinoma of the uterine is higher in patient 
per 
plasia. Large doses of astrovens can also 
rise to inhibition of 


and thus defeat their end in cas« 


anterior pitultar 


rheva. Irregular bleeding, which n 


and general symptoms of water retention 
also be consequent on continued high cestre 
dosage. It is only fair to point out that 


proper indications and low dosage there 
be no fear of any of these po effect 
R. KennetH Bowes, \1.p., 


ible 


Prolonged use of C2strogens 
I have ayved fitt 
years suffered from a s« 


“Ome sho 


(QUERY. 
has for many 


a patient 
form 


the dail 


Vere 


of vasomotor rhinitis necessitating 


use of decongestant drops ( privine , 1.2000) 
which the 


She is, 


remains permanenth 
take 
she 


owing to the 


without nose 
blocked 
of the 
has tried no less than six varietic 
eflect 

I had occasion recently to treat her 
‘hot 
3 mg. once daily, which not only controlled the 


unfortunately, unable to 


any antihistamine tablets, of which 


severity of their side 


for meno 


pausal flushes’ with dienarstrol tablets 


flushes but which, to my surprise, appeared t 


bring about an almost total reliet from the na 
off 


obstruction. On leaving the tablets the na 
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intant 
dence 


ind 


i previous malformed cl 


not i irrence rate in a subsequent pregnan 


upor of 2.6 per cent. The chances of a child being 


! king n ort ys together, rs 
it a mother 
ld. But cer 


1 malt mations tend to te re 


harm 


pro 


peat \ 1 specific ftrequer in subsequent 
mw long pregnancie Im the Cunt ot major central 
with nervou tem maltormation the chanue otan 
the problem affected child in each sul sequent pregnane 1 
n stopping ibout 1 mm 4 
gular with It us possible that another pregnancy ma 
month precipitate further fits of an epileptiform natur 
\ there has been miter 


mace the la t pregnan 


neo 


enjoyed normal health there is no 
the remote prospect of fit recurriny 
in bar to a further pregnan 

After the ave of thirty, fertility and repro 
} 


e ethcrenc diminish: this couple ould 


al prepnan i is 


W. Nixo 


carcine 
been 


wall and 


tthink -Vocturnal Epileptiform Seizures 
veek Query (trom S. Atrica) \ patient aged sixt 
epileptitorm izure during leep 
been yvomy on mace 1g These 
from two t ix hour und the 
ibout three seek the 
from attacks beimg 


Congenital Malformation and 
: nothing about it 
Future Pregnancy . ae . a an Dinah diated 


(OUERY i P i | ity } ; ord ; vife shen he cep 
teeth; he 
uth. He |} 
numer 
shen he 
shen vite 
1s headache afterwards and there , been 


an aura before the ittack During attach 


hi bre ny top ind |} site | munted 


tore he ts to breathe ag After 
¢ otten Got illy thang 
hole i rug with a knofe 
Hie fairly mtelliwyent 
eT forgetful, and he 
His letter writin 


Hy exual life 


» pre 
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this country. ‘The cerebrospinal fluid, blood 
picture and x-ray examinations are all negative 
He has been diagnosed as petit mal ‘for want of 


a better name’, as one specialist put it. He ha 


had phenobarbitone, ergometrine and diets 


Rer_y.—There seems no doubt that this man 
is having generalized epileptic convulsions in 
The late onset of such 


his sleep symptoms, 


together with a history of post-epileptic be- 


haviour di order, may be due to undetected 
organic change in the brain, either of neoplastic 
The 
has not been followed by the appearance of any 
makes it improbable that 
a cerebral tumour is present. The fact that he 


has become forgetful and euphoric is in keeping 


or degenerative type long history, which 


fox al phy sic al sign 


with a diagnosis either of one of the fairly well 


defined -senile dementia, or of 
diffuse arteriosclerotic damaye in the brain 

It is unlikely that treatment would materially 
affect his symptoms, since the progress of such 


Con- 


types of pre 


degenerative conditions is always adverse 


firmation of the diagnosis might be forthcoming 
from air-encephalography. Some degree of con- 
trol of the epileptic seizures may be possible by 
regular and adequate dosage ot phe nobarbitone, 
toe ther with a hydantoinate preparation 


Davip KENDALL, D.M., M.R.C.P 


Amphetamine in Bronchial Asthma 


QUERY A patient of mine, aged sixty years, 
has asthma, emphysema and marked dyspnoea 
on exertion. In the absence of acute infection he 


remains fairly comfortable on ‘monotheamin’, 


} grains (0.2 g.), with sodium amvytal, 1 grain 


(65 mg.), thrice daily. On two or three occasions, 
when increased physical and mental stress had 
to be met, he was addition a pro 
prietary tablet containing amphetamine, 5 mg., 
grain (32 mg.). Each 
Breathing was 


confident and 


piven in 


and phenobarbitone, 
time the effect was remarkabk 
easier, and the patient felt more 
energetic. No unpleasant reaction followed. 


Would.it be permissible to use amphetamine 


PRACTITIONER 


(1) occasionally, or (2) daily, ina 5 my 


The patient in question 
euphoria produced by 


dose , to 
relax bronchospasm? 
greatly appreciates the 


this drug. 


REPLY Amphetamine 
ephedrine. Both 
amines and have a peripheral action causing 
bronchiolar dilatation and a central effect which 
centre 


is closely related to 


drugs are sympathomimetic 


includes stimulation of the respiratory 
The central effects of amphetamine are relatively 
yreater than those of ephedrine ; the broncho- 
dilator effects are marked in the latter 
In asthmatics, amphetamine is likely to be 


because the 


more 
less valuable than ephedrine 
bronchodilator effect is the more important, but 
it is more likely to produce a feeling of euphoria 
Since a combination of amphetamine and 
phenobarbitone suits this particular patient, in 
whom emotional factors may be important, there 
is every reason for continuing its use either daily 
or aS occasion requires I requent administration 
is associated with a diminishing response, but a 
daily dose should maintain its effect. 


R. Bruce PEARSON, D.M., F.R.C.P. 


single 


Post-Herpetic Neuralgia 


QUERY Can you tell me what treatment is 


recommended for post-herpetic neuralgia, and 


if it is likely to be effective? 
difficult and sometimes 


post-herpetic 


REPLY It is always 


impossible to neuralgia 


reheve 
Irradiation of the affected ganglia with x-rays 
has been recommended, but it is probably of no 
Alcoholic injection of the fitth nerve roots 
may provide relief in post-herpetic neuralgia of 
that region, but except in highly skilled hands it 
operation It has followed 
ulceration of the anasthetx 
equally 


value 


is an unsate been 


rarely by trophic 
Paravertebral alcoholic injection 1 


undertaken by an 


area 
a remedy which can only be 


experienced operator. Otherwise sedative drugs 
remedies 


Dow Line 


available 
G.B 


are the or] 


PRACTICAL NOTES 


laborator Ihe 


Anticoagulants in Congestive 
Heart Failure 

As a result of their findings in 416 patients with 
congestive heart failure, G. C. Griffith et al 
(Annals of Internal Medicine, November 
37, 867) consider that ‘the addition of 


coagulant therapy to the conventional treatment 
they 


1952, 


anti- 


of congestive heart failure is beneficial’ but 
add, ‘it under 


clinical observation and an adequate 


is to be undertaken only strict 


dependable 


anticoagulant inticoagulants 


used were: (1) dicoumarol, (2) depo-heparin, 


(3) tromexan, (4) dicoumarol and sodium 
heparin, (5) dicoumarol and depo-heparin. For 


depo-heparin the initial dose was 


found to be 400 my 


twent 


optimum 


and maintenance dosage 


200 mg. every hours. Sodium heparin 


7 ] 
was most effective when given intramuscularly 


in a dose of so mg. every four hours The dosage 


ot dicoumarol Was regulated b daily pro 


thrombin determination oO as to mainiam a 
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prothrombin level 


this usuall 
with an 
"Twice dai 


were found necessar 


account of the rapid 
levels, and finally it 
to give the daily dose 


half in the afternoon ; r tl yn 


prothrombin estimator other half 


later. ‘The 


twelve hours tromexan 


ranged from 6c 
maintenance cde 


one per cent. « control pa its had ‘ur 


satistectory result compares per cent 
group. The pati with rheu 
disease and those with coronar. 


ed the 


the treated 
matic heart 


heart disease without hypertension show 


most significant improvement. Onl 1.5 per 
thrombo- 
compared with f the 
bi t the trol group (2.8 


) per 


‘ 


cent. of the treated patients had 


embel 15.5 per cent 


control yroup 
and five 
) had a mayor 
Dicum | ‘ in, m no 


per cent.) up t2 


cent patient 
treated with 


hemorrt hen the 


pro 


It 1 


hould not be a 


mstance Wa 


thrombin level was above per cent 


stated that ‘tear of hemorrl 


j 


deterrent to judi gulant 


ntico 


ous pre | ‘ 


therapy’ Its ted t adequate prophy 


upc 
laxis may be obtained prothrombin levels 


up to 45 per cent 


Side-Effects of PAS 
AN incidence of febrile 
approximately 1 per cent 
patients treated during 195 
ae Yeh (¢ 
Journal, November 
of PAS im thi 


dail the n 


imadtar 
1952 
serie 
yorit 
in three divided dose 
PAS first appeare d 


and 37th day of tre 


rece! 


even small Quantitt 
had 


febrile reaction regu 


re ponde dt 


once 


in temperature 
hese 


seem clearly to indi 


idered 


tion 
ithon 
mportant part in ! tions due 
In the 
to attempt to t } who have 
evr ion « to PAS 


pl ivs an 
to PAS 


Wise 


suthor een in 


Once experienced t 


additional quantities o 


Reliability of Vitamin A Capsules 
RestttTs recorded b \. | Sobel and A 
Rosenbery { 1 ove Journal of 

Children, November 1952, 84, 


rican 
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maicate ‘ difference exist othe 
lability of vitamin A from even 


prep 


bsorption tests n 


physiolo 


widel used rations’. Using vitamin A 


hun these workers 


American mult 


examined three widely used 
vitamin « (A, B, ¢ 
Pheu 
Was percomol! i nl vhich ts 
fixed onl 


morpt fishe 


} of approximately the 
tandard (or reference) 
i blend of the 


the livers of 


same con 
obtained trom perco 
ind ha poten of not less than 
units o tamin A per gramiinne 
Ihe result howed ab 
capsule A tl sith capsules B or C on 


reference oil naximum rise m 


60.000 | SP 


orpt on 
with 
with the 


blood vitamin A for capsule A was 198 per cent 


of that for percomorph ol, compared 


per cent. for capsule B and 7o per cent. tor 


ip ] ( The maximum rise ’ cup ule \ 


was 254 per cent. of that for « C. Each 


ot the ed and tound 


three « iu ule Wa inal 


to agree cent. ¢ the tated value 


In riddition d ! tration 


within }; per 
tude ml the 
d mM 


of dispersion of the contents provide 
bob 


ition of physiological availabilit 


ipsules tested Ih 


mcd 
itamin A in the three « 
recommend ‘direct testing on 


iuthors therefore 


ibrect vhen po I < meluck 


ith thi tudy wi late other 
physiological a 


\ from the 


Such 


ulabilit of vitamin 


numerous preparations on the 


tude will le id to the preparation 


market 


les of higher ph wological availabilit 


A New Physical Sign 

r rebound phenomenon i 
Hoffman ( 
136, 316) to a physical 


"THe ‘phret 
b I 


1gs2 


yiven Innals of 


\ugust 
is said to be present im case 
ind of peritonits i ‘ the 
i 


duction of upper abdomin ke bdomunal 


wn shich 
oft haemeaope ritoneum 


pro 


pain by pressure 
neck’ With the 


contralateral side, pressure 1 


patient turned 


ipplied ata por 


o7% *% 1 above the clavick just 


5 mehe 


posterior to the lateral border of the terno 


cleidomastoid muscle 1 at the level of the 


cricoid cartilage of a sharp 


"The pain, which 1 


udden cramping nature, ts usually located at 


the lateral border of the rectu abdomuni 


mu cle it i pom apy roximatel rd 


tween the level of the umbilicus an 


(Occasional 


ymph ! 


point on the lateral border 


domin muscle halfway. between 


margm and the level of the umbilx The 


rationale of the wn is said to be that tumula 


tion of the phrenk nerve bi pre ure cause 


contraction of a part or all ot the diaphragm 


this, in turn erves to cause rebound abdominal 


tendermne much the me Wa rebound 
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occurs from release of the anterior abdominal occurred in 4; and in another group 


muscle patients receiving 3 g. of dihydrostrepton 
hydrochloride for 
Treatment of Vincent's Angina occurred in 8 cases. In another 
nue following treatment ts recommended by a comparison of ‘the incidence 
Eugene IT’. Borish (U.S. Armed Forces Medical "anitestations occurring 
Journal, December 1952, 3, 1791) for the treat and total dose rostrepto 
ment of fusospirochetal stomatitis (Vincert’'s author concluded tl vherea 
angina). The lesions are forcibly sprayed with ‘a daily for more than fort 
j 


, | 
three-quarter trength solution of hydrogen toxic regimen related 


pe roxide, dred gently by means of the air blast ninety-day 1 gramme cour Acre 

ind isolated by blocking with cotton rolls’ \ low in toxicity Mhis view 1 upported 
. nal aadt 

paste ot fairly heavy consistency mide b present report; “The evidence submitted 


. j * rel P } 
mixing so me. of aureomycin and 250 mg. of the United State overwhelming t 


‘ ty > uo ‘ nor 
terramycin with several drops of distilled sterile for any reason the dose of 2 grammes or more 
must be employed, then dihydrostreptomycu 


sith a broad-bladed plastic instrument’. In should not be used and this recommendatior 


should be rigidly implemented And further :‘It 


water’ is then appled ‘generously to the lesions 


upplying the paste care is taken to force it into 
the crevices surrounding the necks of the teeth is suggested from the findings that the 
dihydrostreptom cm at the dos; 


ployed in this country does n 


ind the interdental spaces. ‘The paste is allowed 


to remain in place for at least twenty minute 
when the cotton roll ire removed and _ the danger to the auditory mechani 


patient flushes his mouth with tap) water 


Intramuscular Digitoxin 


Subsequent treatment consists of continued | ; , , 
OR patient who require divitahization mort 

applications of the aureomycin-terramycin pack, I I —_ : 
: rapidly than can be obtained by oral treatmen 

elimination of calculus and overhanging restora 

but who are not ill enough tor intravenou 

tions, and instruction in proper tooth brushing 

medication, \ Strau and his colleague 


(American Heart Journal, November 1952, 44, 


] j 


technic’ 


Toxicity of Dihydrostreptomycin 787) recommend the intramuscular administra 


: tion of digitoxin (‘digitaline’ Nativelle) im 
Deraits of a report prepared for the Research ; ' ‘ 
Tr nontoxic am nonirritatiny mise consisting 
Committee of the British ‘Tuberculosis Associa- eal i ; 
wivethnviene viveol %oO y mr cent Te | 
tion concerning ‘the medence of toxic effects i : A, 
alcohol 4 per cent., ethyl alcohol 4 per cent 
with special reference to deafness from the 
distilled water 19 per cent., and glycerin 44 
case records of 2,800 persons suffering from pul eee , 
: cent The result ire give ot the use of 
monary tuberculosis treated in 19 chest centres ‘ 
’ combination in 21 matient with aurict 
through Great Britain’, prepared by Dr. G. P | ; 
} fibrillation and congestive heart failure 
Maher-Loughnan, are given in Tubercle 
ore initial dose was 0.6 mg. (3 ml.) of digitoxin 
November 1952, 33, 342 The dosayve given at 
each gluteus maximus, ; of 1.2 mg. Th 
all centres was 1 yg. of dihydrostreptomycin 7 
_ was followed by a daily dose of 0.2 mg. There 
daily. The dihydrostreptomycin used for the . 
was a satisfactory tall m the ventricular 
investivation was obtained from the same com . 
, all cases Ihe average initial ventricular 
mercial source Toxic reactions occurred in 
100 per minute (range 120 to 60 per minut 
Oss ca treated 
fell to an average rate of 7° per minute (range 
i510 to §0 per minute) im tour hye Ihe 
ventricular rate was maintained ; 
level (65 to 85 per minute) by the 


daily mjection of 0.2 n Signs and 


ot congestive heart ta:lure ere contr 
every Case Ver ligh » moderate pai 
lowed the injection initial dix 

It is pointed out that reports of serious tox dose The maintenance dose usuall 


effects following the administration of dihydro produce pain. No abscess or nodule 


streptomycin have appeared in the literature, was noted at any time, and there we 
j 
but in most cases the dosage used exceeded 1 g or allergic reactions to the solvent 


daily: in one series of 20 patients who received 


oan ) 
2-3 wg. daily for go da audiometric loss de Me asuring Blood Pr ssure im the 
veloped in 3 cases, and tinnitus in 1; in another Newborn and Infants 


group of 20 cases rece ing 2 u. dailv, deafne \ wernop tor determining 
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ind young imntants ts 
and I. M. Pallin 
1952, 13, 648). The 


reasonably accurate 


pressure in the newborn 
described by B. E. Cappe 
( Anesthestolog vy, November 
method, which ts said to be 
(5 mm. Hg as checked by the palpatory method), 
has been tound particularly useful during 
operative procedures and in following the pro 
Ihe 
cuff is wrapped round the 
in the Ihe 
raised and the arm ts gently compressed by the 
physician's palm so as to blanch it 
the cuft us inflated to about 12« 


the 


yvress of the mtant mum shock small, 1-inch 


wide, infant's arm 


usual way upper extremity ts then 
Simul 


taneously mim 


ot mercury, extremity 1s placed horizontally 
This leaves 


Ihe 


2mm 


Is released 


the 


and the palm pressure 


a demarcated blanched area on irm 


cuff is then wr idually deflated at a rate of 
Hy per Ihe s\ 


at the | 


taken 
that 


second tolic reading | 
moment that capillary refill occurs 
blanched irea resumes 


is, When the its previous 


colour.’ 


Diet in Hypertension 
\ccorpinG to I. H. Page and A. C. ¢ 
(Journal of Climecal Nutrition 
October 1, 7), ‘it has 


orcoran 
Sept mber 
been shown 


established 


1Y52, now 


that a minority of patients with 


essential hypertension respond favourably to 


diets containing about 0.2 Gm. sodium in each 
Such a 


attractive 


can be 
the 


day's intake low-sodium diet 


made quite and appetizing, and 
maintained by 

Alternatively, 
of which tt 1s said 


those 


means 


the 


protein content can he 
ot sodium-poor milk powder 
rice diet can be prescribed 
that it 
disposed to diets and intellectually 
make the 


control 


recommends itself to niturall 
unable to 
decisions needed tor adequate sodium 
possibilities 


the 


as lony as there are man 


is also advisable im obese 


the 


of selection; it 


and particularly obese with heart tailure 


or in any with azotamia’. Extra-dietary sources 


of sodium, such a tomachics, toothpaste 


water, must be yuarde d 


checked by 


urinar\ 


water softeners and cit 
The 


estimations of the 


ayainst sodium intake can be 


bi-weekls sodium 


None of the 


sidered 


so-called ilt substitutes are con 


Lithum chloride ' an 


the 


satistactory 


excellent substitute from aspect of taste 


under condition: of 
Ot the 


but it is dangerously toxic 
restriction’ cation 


that 


drastic sodium 


exchange resins it us said the are not as 


et adequate ubstitute for rund sodium 


restriction im the treatment of hypertension 


In mahgnant hypertension a low-sodium diet 


value, but it does 


effect in 
the 


certain appear to 


Ihe 


combination of low 


is of less 


have a beneficial some Case 


authors ce precate 
mode 5 ot 


the 


other 


sodium dietotherap with 


treatment unless it can be hown that 
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have advantageously 
synergistic effects’. They 
some evidence that the combination 


combined — treatments 


additive or consider 
that there us 
ota 


be of value 


low-sodium diet and hexamethonium may 


Penicillin and Blood Coagulability 


\s a re sult ot im titro and im tive experiments 
blood, the latter upon the 
24 normal male patients, D. C 
Trantaphyllopoulos and B A. Waisbren 
(Archives of Internal Medicine, November 
99, tailed to 
pression that 


on human based 


findings in 


1y§2, 


652) confirm studies and im 


seemed to indicate penicillin 


would merease the coagulability of the blood’ 


They 


coagulation time, prothrombin time, thrombin, 


found that penicillin had no effect on 


prothrombin consumption, protamine titration, 
It Is 
on blood coagulation that have 


or clot retraction ugwested that ‘it seems 


likely that effect 
attributed to 


penicillin were due to im 


this 


been 


purities present in early preparations of 
drug’ and it is concluded that ‘when crystalline 
penicillin is used the possibility of an effect on 


blood coagulation need not be conside red’ 


Vineral Oil Arraigned 
Becker (American Journal 
November 1952, 19, 344), 


does not disclose 


ACCORDING to G. I 
of Digestive Diseases, 
a survey of the literature 
ot mineral oil in the 
On the the 
derogatory re 


a valid reason for the use 


contrary, 


treatment of constipation 


literature contains numerous 
ports, any one of which ts sufficient to question 
the ot the 
oil’. He sums up his indictment in these words 


Mineral oil 


normal physiology of evacuation and tends to 


advisability internal use of mineral 


including its emulsions alters the 
increase 
the 


postoperative 


result mn taultvy bowel habits, acts to 


ano-rectal infection by compression into 


anal crypts, retards healing of 


rectal wounds, is absorbed through the in 
testinal wall into the body in quantities up to 60 
per cent., interferes with the uulization and re 
tention of calcium and phosphorus, imterteres 
with digestion and absorption of other nutrients, 
tre que ntly produc es a serious loss of weight, pre 
vents the absorption of the oil soluble vitamins 


A, D, I 


levels, 


and K, tends to reduce prothrombin 


interferes with estrogen therapy, is an 


indirect cause of pruritus ani, may induce 


mineral oil poisoning”, develops a dependent 


state so that imereased doses are necessary, 


existiny local rectal conditions by 


the 
esthetically 


uyyras ate 


converting rectum imto an abnormal 


reservoir, 1s objectionable, may cause 


traces ot 


lipord pneumonia, may possess minute 


carcinogenic substances, and makes complete 


evacuation impossible’ 
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Poliomyelitis. By W. Ritrcnie Russet, 
C.B.E., M.D., F.R.C.P. London: Edward 
Arnold & Co., 1952. Pp. viii and 84. 
Figures 20. Price 14s. 

IN this small book of less than 100 pages Dr 

Ritchie Russell gives his personal experience of 

paralytic poliomyelitis. Aided by case reports he 

brings out clearly the clinical features of the pre- 
stages of the disease. 
the book lies 


paralytic and paralytic 
Undoubtedly the chief 
in the three chapters dealing with management 
and treatment. In this country at least, there 
has been no stronger advocate than Dr. Russell 
of the principle of complete rest in the acute 
stage of poliomyelitis. A detailed 
given of the modern treatment of bulbar polio- 


value of 


account 1s 


myelitis and of the prime importance of main- 
taining a clear airway by postural drainage. Em- 
phasis is laid on the necessity of skilled nursing 
in these cases. Various types of respirator are 
described. It is clear trom the auther’s remarks 
that the Both type of respirator in general use 
in this country redesigning or re- 
placing by a more modern machine. The author 


requires 


supports those who advocate active exercises at 
an early stage in recovery, and he describes a 
method of recording the rate of improvement by 
means of a simple spring balance 

This book should prove of real value to the 
general practitioner. It should also serve the 
purpose of drawing attention to the 
necessity for an improved standard of treatment 


urgent 


of paralytic poliomyelitis in this country 


Lumbar Disc 
Treatment 


Lesions: Pathogenesis and 
of Low Back Pain and 
Sciatica. By J. R. ARMSTRONG, M.D., 
M.CH., F.R.C.S. Edinburgh: E. & 5S. 
Livingstone Ltd., 1952. Pp. vin and 
228. Figures 56. Price 42s. 
Tuts is an admirable monograph on a subject 
which has deservedly aroused widespread in- 
terest during the past ten years. It has long 
been rcvalized that in every large community 
there can be found a substantial number of 
individuals who at one time or another suffer 
from attacks of ‘lumbago’ or ‘sciatica’. In a 
considerable proportion— still to be determined 
of the victims of these painful ailments, it can 
now be inferred from clinical and radiological 
evidence that the underlying lesion is a de- 
wenerative change in one at least of the lower 
lumbar discs, with or without the presence of 
an actual prolapse of disc material into the 
spinal canal. Mr. Armstrong has reviewed the 
whole subject of lumbar spine derangement due 


to disc lesions, and particularly in the light ot 
his findings in his own series of 1000 operations 
in cases of disc prolapse. He is cautious in his 
claims for the results of operative treatment, and 
one of the most valuable sections is his study 
of the unsatisfactory results. He lays consider- 
emphasis on the failure to 
He finds the incidence of this 
10 to 20 per cent 
relies 


able recognize 
double lesions 
state of affairs as high as 
In the 
primarily on history and clinical signs; lumbar 


diagnosis of disc prolapse he 
puncture and myelography are reserved for cases 
presenting an atypical syndrome in which the 
presence of a spinal tumour must be suspected 
He gives sound advice on the rdle of conserva- 
tive treatment, and among the _ therapeutic 
measures in popular use, he stresses the dangers 
of forced manipulation 

This monograph is beautifully illustrated and 
it will bring added prestige to the British school 


of orthopaedics 


The Spread of Tumours in the Human 
Body. By R. A. WILLIs, M.D., D.Sc., 
F.R.c.P. London: Butterworth & Co. 
(Publishers), Ltd., 1952. Pp. x, 447 
and 28. Figures 85. Price 63s. 

Tuts book first appeared in 1934 as a monograph 

and was a study of part of the natural history of 

tumours in man. It was written round the 
author’s personal experience of 323 necropsies 
on patients suffering from malignant disease 

This number has now increased to soo. Even 

500 would not yield adequate material to cover 

the whole subject and so the author has drawn 

on the literature. In doing this he is highly 
critical and advances his own views with such 
force that the reader is left in no doubt as to the 
author’s views. The first part of the book deals 
with the general pathology of spread of tumours 
and includes chapters on the various modes of 
spread, stroma of tumours, monervation of 
tumours, ‘latent’ tumour, experimental study, 
and susceptibilities of tissues to metastases 

The second part deals in detail with the special 

features of secondary tumours in the various 

organs. The third part of the book consists of an 
appendix, a bibliography and an index. The 
appendix is made up of a summarized account of 
his own post-mortem records 

The organs and tissues in which blood-borne 
metastases will develop vary not only between 
different types of tumour but between 
tumours which in ail other respects resemble 
each other very This baffling but in- 
triguing problem is touched on in a chapter on 


also 


Cc le rely 


experimental study of metastasis and another 
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on the susceptibilities of tissues to metastases. 
Most of the experimental work is suspect be- 
cause tumour arising in an inbred strain of 
animals was not used and so the possibility of 
reactions to foreign protein was not excluced 
The book is well produced and the illustrations 


are gx 0d and clear 


Side Effects of Drugs. By L. Mery er. 
a 2 s 

Amsterdam: Elsevier Publishing Com- 

pany; London: Cleaver-Hume Press, 


1952. Pp. xii and 268. Price 30s 


TuaT remedy may be worse than the disease is 
the reason for writing this book, which pro- 
vides a remarkable collection of possible ill- 
effects of all the commonly used drugs. It is 
rather a book of reference than one to be read 
right through, but the chapters on the ill-effects 
of sulphonamides, penicillin and streptomycin 
deserve detailed study. A glance through the 
others will make the physician realize 
numerous and varied the side-effects of drugs 
may be. There are many references to original 
sources for most of the statements made, and 
book to 


how 


the index is good. This is a unique 


which all physicians should have access 


Potsoning. By W. F. VON O§8TTINGEN, 
M.D. London: Wm. Heinemann (Medical 
Books) Ltd., 1952. Pp. x and 524. 
Price 7os. 

‘Tuts is an encyclopaedic work which covers all 

aspects of acute and chronic poisoning. More 

than half the book is taken up by the fourth 

section, in which the essential points about 461 

out. 

the 
for 


are set 
with on 


alphabetically arranged poisons 
Many dealt 


general lines detailed in section three, 
unusual types this book will be a stand-by. ‘The 


poisonings can be 


but 


introductory section lists emergency equipment, 
and covers the American medico-legal aspects 
of poisoning. Section two is made up of rather 
wearisome lists of all the poisons which could 
possibly cause any of a long list of symptoms 
This section 


Greater detail about the commoner poisons and 


seems to be the least valuable 


the less often used methods of treatment (such 
as oxygen under pressure) would be welcome, 
even at the expense of a shorter section two 
should be made in a 
for atropine 


Some additions which 
future edition are 


poisoning; serum for botulism; N-allylnormor- 


prostigmin 


phine for morphine poisoning, and antiphallinic 
the liver in 
Considering 


measures to 
Imanita phallvides 


serum and protect 
potsoning by 
the 


however, these are only 


vast amount of information presented, 


small omissions in a 


generally excellent book. 
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Discoverer of Penicillin. By L. | 


London: Andrew Dakers 
Pp. x and 223. 


Fleming: 
LuDOovICcI. 
Ltd.., 1952. 
Price 15S. 


Illustrated. 


IN the long succession of famous names which 
the Southern Uplands of Scotland have con- 
tributed to the annals of the British Isles, that 
of Alexander Fleming holds an 
position. Born in the Irvine valley 
on August 6, 1881, he still bears the imprint of 
the fresh colour of his 


honourable 
in Ayrshire 


his country upbringing 
complexion, the soft Ayrshire accent, the keen 
powers of observation which only a countryman 
can acquire, and the capacity for taking infinite 
pains. Whilst this biography is, not unnaturally, 
predominantly concerned with his career as the 
discoverer of penicillin, it contains many in 
his other interests 


teresting side-lights on 


There are probably few who see in the dis- 
tinguished white-haired recipient of national 
and international honours, the 


member of the old London Scottish Volunteers 


enthusiastic 


who was one of their best shots and one who 
himself at Bisley. It his 
association with the London Scottish that led 
Mary’s as his medical school 


distinguished was 
him to choose St 
As a member of the regimental water polo team 
Mary’s. The re- 
‘I had to 


are twelve such 


he had once played against St 
best told in his own words 
choose a medical sc hool There 
schools in London. I did not know any of them, 
but I had played water-polo against St. Mary's, 
so to St. Mary’s I went’. As an undergraduate 
winning 


sult is 


he carried everything before him, 
possible medal, and within a 
M B., B.S., he 
for the F_R.C.S. The day after 
qualifying he joined Almroth Wright, and 
thus began that long association with a depart- 


year ot 


passed the 


every 


graduating final 


examination 


ment which was to become one of most 


famous in the world. It is interesting to note 
that the first article he published under his own 
The Practitioner in May 


years con- 


name appeared in 
1908. Forty-two 
tribute the article on ‘Modern penicillin therapy’ 
in the Current Therapeutic series of articles 
This is a book which will be enjoyed by all 
members of the medical profession and by many 
laymen, although the latter may find the long 
descriptions of technical details rather tedious 


later he was to 


Psychosomatu Vedicine. By FRANZ 
ALEXANDER, M.D. London: George Allen 
& Unwin Ltd., 1952. Pp. 300. Figures 
s. Price 215. 

THe underlying principle of this book is that 

in considering the patient’s mind and body as 

the cautious scrutiny must 


inseparable, same 
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be applied to evidence of a psychological kind 
as is given to the results of physical and patho 
logical examination. Following a thorough dis 
cussion of psychological factors in etiology, in- 
cluding detailed 
reflexes and of the adaptation syndrome, the 


consideration of conditioned 
different systems are considered in turn. This, 
in spite of the relative brevity, is the soundest 
general work on the subject yet published by a 
With Alvarez’s ‘Neuroses’, 


by a physician, it should do much to bridge the 


psychiatrist written 


yvulf of misunderstanding which has so long de 
layed the psychosomatic era in medicine. It ts 
suitable for trainee and mature physician alike, 
and with an excellent 


attractively printed 


bibliography 


NEW EDITIONS 
Physical Medicine in Gene ral Practwe, edited b 
William Bierman, M.v., and Sidney Licht, M.p., 
in its third edition (Cassell and Co. Ltd., 93s.) is 
a collection of short monographs written by 
States, general 


specialists in the where the 


opportunity for practising 


practitioner has 
physical medicine. Its 


therefore more to the specialist than to the 


appeal in Britain is 
general practitioner, although both will find it 


informative and interesting. It provides a 
survey of physical agents (heat, electricity, radi- 
ation, movement and water), the physiological 
response to these, the technique of their thera- 
peutic application, and finally, the clinical con- 
ditions for which these physical agents may be 
employed. The subject of rehabilitation is ably 
reviewed in all its aspects, and sound advice ts 


given on the conduct of treatments, which those 


hoping to attain consultant status, and even the 


physiotherapist, could read with profit. ‘The 
Editors are to be congratulated on producing a 
worthy of a place in any 


reference volume 


practitioner's hbrary 


A Text-Book of Mental Deficiency (Amentia), by 
the late A. F. Tredgold, M.p., F..C.P., assisted 
by R. F. Tredgold, m.p., v.p.m. (Bailliére, 
Tindall and Cox, 37s. 6d.), first published in 
1908, reached its eighth edition before the death 
of the 
excellent 
characterized by the author's outspoken warn- 


senior author in 1952. It provides an 


introduction to the subject, and is 


ing of the menace to the community of the 
spread of mental deficiency and the dangers of 
laissez faire. The section on mental defect and 
the law is particularly 


histories of idiots, savants, and Neville Heath 


good and some case 


are full of interest. Perhaps space given to dis- 
carded could be 
reference to work published since 1940, e.2., 
on the treatment of specific reading and writing 


theories reserved for more 


disabilities, 
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The British Encyclopaedia of Medical Practice, 
under the general editorship of Lord Horder, 
M.D., F.R.C.P., has 
second edition (Butter- 
L.td., 65s.). Thi 
acute’ to 


GC.VO., now reac hed 
volume eleven of the 
worth & Co 
from ‘rheumati 
This latter 


Harrison, is an admirable, if some 


(Publishers), 
ranges infection 
syphilis’ 


Col. L.. W 


what 


section, by the veteran 


conservative, survey of the subject im 


which a much needed note of caution is ex 


pressed concerning the inadvisability of dis 
arsenicals before we have 
that 
adequate substitute. Seventeen sections are de 


It is difficult to under 


carding the organi 


irrefutable evidence penic illin Is an 
voted to skin diseases 
scarlet fever should be given twice 


allotted 


stand why 


the space to smallpox. Revision has 
been reasonably thorough, and this volume well 


maintains the standard of its predecessors 


Hate-Wuire’s Materia Medica 
and Therapeutics, by A. H. Douthwaite, M.p., 
F.R.C.P., in its twenty-ninth edition (J. & A 
Churchill Ltd., 20s.) has been entirely rewritten 


Pharmacology 


in order to include the many advances that have 
been introduced and become established duriny 
the interim period since the appearance of the 
previous edition in 1949: streptomycin, aureo 
mycin, terramycin and chloramphenicol; the 
antihistamines; PAS and benemid; isonicotinic 
ACTH and cortisone 
these are among the drugs that 
Nevertheless, the book still 
retains its both 
and publishers are to be congratulated on the 
excellence of this standard and popular work 


acid hydrazide (isoniazid) 
many new 
have been included 
and author 


convenient size, 


Diseases of Ve tabolism, edited by Garfield G 
Third edition (W. B 


and 20 


Duncan, M.D Saunder 


Company, 75s.) With an editor con 


tributors of outstanding distinction in the 


spheres of research of which they write, it i 
not surprising to find this book of over 1,100 
useful to 


When 


subjects as 


pages a rich mine of information 


chnician, physiologist and biochemist 


authorities write on such cognate 


carbohydrate, protein, lipid and water meta- 


bolism in the human body, or discuss inter 


mediary metabolism, diabetes and renal disease, 
there is bound to be considerable overlapping 
In a book of this ‘nature this is by 


The scientifically 


no means a 


disadvantage minded reader 


will find this book very satisfactory: references 


are numerous and quite imternational in their 
undoubtedly a book to be 


source This is 


highly recommended. 





he contents of the March issue, which will contain a 
symposium on ‘Renal Disease’, will be found on page 
Ixxvin at the end of the advertisement section 





Notes and Preparations, see page 204 
Fifty Years Ago, see page 21< 
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the haematinic of choice » Y | 


PERIHEMIN*® represents the greatest PERIHEMIN combines the principal 
step forward yet made in the treatment known haemopoietic substances in a 
of common anaemia, by means of a well-balanced formula. An oral pre- 
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DOSAGE FORMULA 


For severe megaloblastic anaemias, 3 capsules Each capsule contains Ferrous Sulphate 
Exsiccated, 192.0 mg., Vitamin By,2, 10 micrograms 
Foivite Folic Acid, 0.85 mg., Ascorbic Acid (C), 
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A new development in the treatment of 


MOUTH AND THROAT 
INFECTIONS 


BRADOSOL 


ANTISEPTIC LOZENGES 


Bradosol is a potent quaternary ammonium bactericide 
and fungicide, effective in extreme dilution against 


most pathogenic organisms causing 


SORE THROATS 


@ Well tolerated and virtually non-toxic 

@ Does not produce resistant strains 

@ Kffective against fungi 

@ Does not contain potentially toxic local anaesthetics 
Tubes of 20 Loz nges 


phe noxy -ethyl-dimethyl-dodeevl 


Lach lozenge contains 0.5 me 
ammonium bromide 
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Bradoso stered trade mark Reg. user 


CIBA LABORATORIES LIMITED 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
“CONTHYRIN’ tablets ‘so’ (methyithiouracil so 
mg.; /-thyroxine sodium o.1 mg.) and ‘Con 
thyrin’ tablets ‘100’ (methylthiouracil 100 mg 
/-thyroxine sodium 0.1 mg.) have been prepared 
for use in the treatment of thyrotoxicosis. Also 
available for procuring thyroxine 
intake in the event of enlargement of the thyroid 
are ‘Eltroxin’ tablets (/-thyroxine sodium Glaxo), 
onthyrin’ tablets ‘50’ 


imcrease mn 


0.05 mg., and 0.1 mg. ‘¢ 
and ‘100’ are issued in bottles of so and 500 
tablets. (Glaxo Laboratories Ltd., Greenford, 
Middlesex.) 


‘“ELASTOPLAST ADHESIVI 
This new type of ‘elastoplast’ bandage 


Porous BANDAGE’ 

and ex- 
tension plasters with a porous adhesive spread, 
has been devised to allow for free evaporation 
of sweat. As this new 
fluffy edge, so that the 
spread to the end of the bandage, 


type of bandage has a 


adhesive surface 1s not 
it is claamed 
that it will not cause trauma to the devitalized 
skin in the compression treatment of varicose 
bandage and 
‘virtually 


Ltd > 


conditions, and rucking of the 


soiling of overlying stockings are 
eliminated’. (T. J. Smith & Nephew 


Neptune Street, Hull.) 


GENATOSAN DERMATOLOGICAL PREPARATIONS’ 
include: ‘Acupex’ (mercuric chloride 0.025 per 


cent.; aluminium chloride 0.425 per cent.; 


witch hazel 2 per cent.; in normal saline solu- 
tion) for acute skin disorders including eczema- 
and sunburn. ‘D1psor’ 


acid : per 


dermatitis, seborrhcra 
(dithranol 0.5 per 


zine oxide 25 per cent.) for chronic re 


cent salicylic 
cent 
sistant psoriasis, ringworm and athlete’s foot 
Pixcyt.’ (synthetic tar 5 per cent.; salicylic acid 
in a poly- 


irritant 


; zine oxide 25 per cent 
base) tor 


I per cent 


ethylene chron 


zlycol 


lichenified meurodermatitis, acute 


seborrhara, and tinea 


eczemas, 


psoriasis, chronic cruris. 
‘Procetium’ (salicylic acid 3 per cent.; benzox 
acid § per cent.; undecylenic acid 15 per cent.) 
for the chronic 
also available as a dusting powder 


synthetic tar 2 per cent 


scaling stage of athlete's foot; 
PRUREX’ 
(phenol 0.5 per cent 
menthol 0.25 per cent.; chloral hydrate 1 per 
cent.;: strong solution ot lead subacetate 2 per 
‘Rosut’ 
cent 


urea I per cent.) tor pruritus 


0.5 per 


cent 


a masking cream contamuing 
sulphur, to mask rosacea and other erythematous 
eruptions, ‘ZICHTHOL’ 
ichthammol 4 per cent.; camphor 2 per cent.) 


and infantil 


(zinc oxide 16 per cent 


for the subacute dermatoses 


eczema. (Genatosan Ltd., Loughborough, 


Leicestershire.) 
‘H.P. Actuar Get’ is a purified preparation of 
ACTH in gelatin and propylene glycol, which 


possesses the full efficacy of ACTH and ‘main 
effect extended 
period of time’. It is solid at and below 
but liquefies easily on exposing the 


tains its therapeuti over an 


room 
temperature, 
vial to warm tap water. It ts stable at room 
temperature for at least six months and therefore 
requires no refrigeration. Administration is by 
the deep subcutaneous or intramuscular route 
given (The 
Lindsey Street, London, 


It must never he intravenously 
Armour Laboratories, 
E.C.1.) 


“Truroop Cereat Foon’ has been produced to 
complete the range of ‘TTrufood baby foods up 
to the stage of weaning and the taking of adult 
foodstuffs. ‘The this new 
cereal food is stated to be 
milk 


protem content of 


21.4 per cent. and to 


that the common 


include proteins, so 


drawback of lessened milk intake when the baby 
is promoted to cereals is largely elimimated. In 


addition to the usual range of vitamins D and 


B, present in riboflavine and 


cereal foods, 
acid have been added, and adequat« 


form of dicalcitum phosphate 


micotinic 
calcium in the 
Although primarily intended for babies, “Tru 
food Cereal Food’ is suitable for invalids and 
The food ts pre -cooked and when 
forms a 
(Trufood 


old people 


with milk or other liquids 
creamy mixture of neutral 


Ltd., Green Bank, London, E.1.) 


mixed 
flavour 


purified’ crystalline trypsin, 


TRYPTAR’ 1s 
selective physio 


It is stated 


natural enzymatic agent for 
logic débridement’ of necrotic tissuc 
non 


‘non-toxK non-antigenic and 


Indications for the use of “tryptar’ 


to be 
sensitizing’. 


include ulcers, burns, open infected wounds, 


soft tissue abscesses, sinuses and fistula, and 


empyemas. “T'ryptar’ may either be applied 


direct in powder form or as a solution; it should 
not be administered intravenously. Issued as a 
contaminy 


trypt 


two-vial preparation 30 ml vial 


250,000 Armour units (250 mg. of 
activity) of highly purified crystalline trypsin 
30 mi. vial containing 25 ml. of ‘tryptar’ diluent 


pH 7.1; 


powder 


yastic adapter for use with 
I I 
(The Armour 


London, E.C.1.) 


plus 
blower Laboratori 
Lindsey Street 
Penicillin G Ojily In 


600,000 I.| 


Viewes’ of Procaime 
jection each contain, in 1.5 ml., 
with 2 per 


arachis oil Ad 


of procaine penicillin cent, of 


aluminium monostearate im 


ministration of the viule’ 1 


contents of ome 
stated to produce ‘a therapeutically satisfactor 
blood 
forty-eight hours, thus obviating the necessit 
The dos« 
container for insertion in a special all-metal 
in this form 


lasting for 


concentration of penicillin 


viule’ is a single 


for daily injections’. 


syringe. Other drugs are available 


CONTINUED ON PAGE 210 
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(Boots Pure Drug Co. Ltd., Station Street, 


Nottingham.) 


“WANDERVITE’ polyvitamin capsules each con- 
tain ‘the approximate adult daily requirement of 
eleven vitamins’, including vitamins A, C and 
D, several important B complex factors, and 
folic acid. Issued in packings of 30 capsules. 
(A, Wander Ltd., 
London, W 1.) 


42 Upper Grosvenor Street, 


INTERLEAVING PAPER 
X-RAY FILMS 


Kopak Limirep are substituting yellow 


YELLOW FOR 
inter- 
leaving paper for the black paper in present 
use. It is stated that the new type of yellow paper 
is superior as a preservative covering for high- 
grade x-ray emulsions, and ‘not only contributes 
substantially to the life of the film, but also 
produces less fluff and dust particles 
Other that it takes 
writing and typescript more readily than the 
black paper, and is more easily visible in film 
folders. (Kodak Ltd Wealdstone, Harrow, 
Middlesex.) 


advantages claimed are 


NYLON OVERALL FOR WOMEN 
DOCTORS 
‘Tuts nylon overall is made in a smartly tailored 
style, with one inset side-pocket and detachable 
buttons. The heavy quality of the nylon ensures 
combined with a smooth, 


great durability 


streamlined appearance, and it 1s_ easily 
laundered. It is offered in 
turquoise or spring-leaf green. Price, with short 
sleeves, rid. and packing extra). 
With long sleeves and fitted cuffs, ss. extra. 
(Messrs. Hardy & Webster, Factory No. 1, 


Dewsbury Road, Leeds.) 


white, lido-blue, 


69s. (post 


NUFFIELD LODGI 
Tue Nuffield Foundation and the Nufheld 
Provincial Hospitals Trust have moved from 12 
and 13 Mecklenburgh Square, London, W.C.1, 
to Nufheld Park, London, 
N.W.1 (telephone 8871-5). The 
National Corporatior. for the Care of Old 
People has moved to the same address from 33 
Doughty Street, W.C.1. The 
Trust's Investigation into the 
Design of Hospitals will be 33 Doughty Street, 
W.C.1 (Terminus 5288) until further notice 
Nuffield Lodge is the new name given to Grove 
(opposite St. John’s Wood Church), 
the Foundation has acquired for the 
itself 


Lodge, Regent's 


Primrose 


address of the 


Functions and 


House 
which 
and associated 


future headquarters of 


trusts. 


SOME PENICILLIN STATISTICS 
AccorDING to the Chemical Week, the American 


penicillin industry now has a capacity of 
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§00,000,000,000,000 units. Equally striking, in 
the reverse direction, is the corresponding fall 
in price million units to 12 
cents. During 
the American exports of 
8 3,900,000,000,000 units in 1951 to an estimated 
figure of 75,000,000,000,000 units in 1952. The 
fall in price greater 
decrease in the value of penicillin exports 
346,506,000 to 522,000,000 In two years 
The manufacturers are hoping to recoup some 
of this lost business from the sales of penicillin 


The 


alre ady 


from 33 per 


1952 there has been a fall in 


penicillin—from 


has resulted in an even 
trom 


about 


as an animal-feed supplement sales of all 


for this bring wu 


that this 


antibiotics 
320,000,000, 
fiwure may 


purpose 
and it is considered 
rise to $50,000,000 in the next two 
years 


MEDICAL FILMS 
Gastric Secretion (running time 32 min.; 16 mm 
colour) has been made in collaboration with the 
Department of Physiology, University of Liver 
pool, and depicts the factors responsible for the 
secretion of gastrin Following an outline 
of the structure of the stomach, the operation 


for the establishment of a Pavlov pouch in a dog 


juice 


is shown: next the operation ot a sophagostomy 
and insertion of a gastric cannula; and then the 
making of a After 
recovery from these operations, feeds are given 


Finally 


Heidenhain gastric pouch 


and the secretions collected gastric 


response by secretion and movement is demon 


strated by the introduction of a balloon into the 
(Film Library, [.C.1 
House, Millbank, 


stomach and inflating it 
Ltd., Imperial 
London, S.W.1.) 


Chemical 


Venepuncture (running time 14 min.; 16 mm 
colour), made in collaboration with the Wright 
Fleming Institute, St. Marv’s Hospital, Pad 
dington, demonstrates the techniques of good 
and bad venepuncture. The choice of vein, the 
problem of the patient with difficult veims, and 
injection are all 


Ltd " 


London, 


the method of intravenous 
demonstrated. (Film Library, I.C.1 
Imperial Chemical House, Millbank 
S.W.1.) 


Reduction of Surgical Hamorrhage by Controlled 
Hypotension (16 mm. colour film with sound 

running time 42 min.) was shown at the Royal 
College of Surgeons on January &. It has been 
made at the Victoria Hospital, East 
Grinstead, the Hospital for Nervous Diseases, 
Queen's Square, and the Royal National 
Orthopedic Hospital, and illustrates the factors 
affecting blood flow and pressure in the normal 


(Queen 


individual. Animated diagrams are used to 


show the principles of ganglionic transmission 
and paralysis. The effects of hexamethonium 
and pentamethonium salts in reducing blood 


pressure, and the ure of hexamethonium 


CONTINUED ON PAGE 212 
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Broad-spectrum antibiotic 


of choice in surgical infections 
such as: 


peritonitis 
properative prophylaxis 

bowel surgery 

contaminated wounds 

and other conditions met in 
surgical practice when due to 
the broad range of Terramycin- 
sensitive organisms 


because 
PROMPTLY EFFECTIVE 


Unexcelled *’ for the preparation of patients for surgical 
measures on the bowel, Terramycin also has a pronounced 
effect on the bacterial flora * evident after 36 to 48 hours of 


therapy.” 


WELL TOLERATED 
Typical of clinical reports is the conclusion that Terra 


mycin “ has not exhibited toxicity, and side-effects have not 


constituted a problem in therapy 


lerramycin can now be used for all suitable conditions 
in Hospitals in Great Britain, and a complete range of 


oral, intravenous and topical dosage forms is available. 


REFERENCES 
i Arch. Int. Med. 86:649 (Nov) 1950 
2 York State | Med 50:2173 


(Sept.1S) 1950 


Full literature is available and will be supplied on request 
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bromide ‘for the production of controlled hypo 
tension in conjunction with postural ischamia 


in anaesthetized subjects’, are demonstrated with 
details of technique, 


of the patient after operation 


and finally the management 
(May & Baker 


L.td., Dagenham, Essex.) 


NEW JOURNAL 
Journal of Clinical Nutrition.—Thi 
is described as ‘an international jour nal reporting 


new journal 


the practical application of our newer knowledge 
of nutrition’. The ‘corresponding editors’ in 
clude Dr. A. P. Meiklejohn and Sir Edward 
Mellanby. The journal is published bimonthly 
by The Nutritional Press, Allentown, Penn- 
sylvania. The agents for the British Isles and 
the British Commonwealth are Bailliere, ‘Tindall 
& Cox, Ltd., 7 and 8 Henrietta Street, London, 
W.C.2 (55s. per annum) 
HOSPITAL REVIEWS 

Tue Fourth Annual Report of the Northern 
Ireland Hospitals Authority is a sumptuously 
produced volume which covers the 
March iI, tatistical data 


throw an 


vear ended 


1952. Some of the 


interesting sidelight on the changes 


since the introduction ot 
Thu 
in Northern Ireland 


which have occurred 
the National Health Service 
on the Authority’ 
now exceeds the total Government expenditure 


in all Ireland in 1804 (£6,117,000), and is about 


, expenditure 


services 


one-eighth of the Exchequer issues for the 
rSsi 


cost of a 


whole of the United Kingdom in 
(449,507,000). ‘The 
patient in hospital (excluding out-patients) in 
1950-5! in £,12.17.9, 
compared with {23.16.10 for London teaching 
hospitals and £17.5.10 for provincial teaching 
hospitals in England and Wales. Increases in 
staff included a 47.8 per cent. increase in con- 
1945 and March 


average weekly 


teaching hospitals was 


1952, 


staff employed in 


sultants between July 


during the same period the 


laboratories increased from 61 to 109 Between 
July 1948 and March 19651 there was 


staff 


an increasc 


ot 60 per cent. in administrative 


Tue Report of the Liverpool Regional Hospital 
Board tor the March 31, 
shows that, whilst the waiting lists in the medical 


year ended 19§2, 


those in 
N.T 


departments, over 2000 in general surgery, and 


specialties are diminishing slowly, 


surgery are still high: over sooo in the | 


about 1000 each in gynecology, orthopa dics and 
‘Up-grading’ in 
installation of 


ophthalmology radiological 


departments has resulted in the 
units (including 34 major units) 


National Health 


64 new X-ray 
since the inauguration of the 
Service 


Tue Annual Report of the Central Middlesex 
Hospital for 1951 shows an increase of practic- 
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ally 10,000 in the number of out-patients and of 
about 2000 in the number of in-patients, com- 
pared with 1949. Research work undertaken 
in the hospital includes work on ACTH and 
cortisone in the endocrinological department, 
and on uropepsin in peptic ulcer in the gastro- 
enterological department. Acute admissions to 
this latter department continued to show a 
rise: e.g., 80 acute perforations and 210 cases of 
hematemesis and melwna, compared with 45 
acute perforations and 126 cases of hamatemests 


and melana in 1945 


PUBLICATIONS 
The English Complaint, by Franklin Bicknell, 


D.M., M.R.C.P. This is the most quotable book 
which it has ever been the lot of the reviewer 
to encounter, and the publishers have obliged by 
upplying a selection of some of the more vivid 


quotations. It should be explained that the 
‘English complaint’ is fatigue, irritability and 
work-weariness. Dr. Bicknell ‘can find only one 
cause so all-embracing that it can explain why 
all of us, rich and poor, are fogged by fatigue, 
why two people out of three have an illness every 
month, why work has dropped by one-third: we 
have too little food; 
adulterated food’. The same cause is responsible 
‘the size of families is 


food, wrong food; bad 
for the falling birth rate 
decreasing, and this cannot be explained only by 
birth-control, since a really fertile couple will 
Marie Stopes). And 
now for some more of Dr. Bicknell’s delightful 
dictum ‘The grease known as margarine is 
really white, it is coloured yellow in the hope 
you will think it is butter’. ‘We consumed 
32,000 more horses four years after the war than 
we did the year the war ended’. “The U.S.A. ts 
now importing the best of Canadian, Irish and 
Argentine beef, leaving for us the surreptitious 
Irish donkey and the scrag end of the Argentine 
bull’. Hidden amidst the welter of 
journalistic clichés there is much sound teaching, 
there will be few who will 


always conceive’ (pace Dr 


away 


but unfortunately 
have the powers of concentration to pick out 
chaff. (William 


among the 
6d.) 


the wheat from 


Heinemann Ltd., price 7s 


Refresher Course for General Practitioners is a 
collection of fifty-five articles reprinted from the 
British Medical Journal. They a multi- 
plicity of subjects, ranging from chilblains to 


pink 


cover 
electrocardiography, and enuresis to 
disease (British Medical Association, price 25s.) 


Marcus A. Krupp, 
This handbook, 
two years, clearly and 


Handbook, by 


Seventh edition. 


Physician's 

M.D., et al. 
which is revised every 
comprehensively summarizes factual medical 
and surgical data, diagnostic procedures, dietary 


regimes and the action of drugs, hormones and 


CONTINUED ON PAGE 214 
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for nasal comfort | ‘BENZEDRINE’ INHALER 








the convenient, volatile vasoconstrictor brings instant, safe, 
and effective relief, from nasal congestion 


accompanying head colds or sinusitis. 


*Benzedrine’ Inhaler often 
aborts a cold, but even in 
the acute stages it affords 
welcome symptomatic 
relief and often 
prevents the 

onset of serious 


complications. 


* Benzedrine’ Inhaler causes no 

appreciable change in the 

amplitude or rapidity of the 

The decongestive action ciliary beat — local reactions to 
of ‘ Benzedrine’ Inhaler 
takes place immediately 
after inhalation and the 

effect lasts a full hour, thus 

normal nasal respiration 1s 

facilitated for long periods. 


its use are so infrequent and mild 
as to be virtually negligible — 
and children show none of the 

hostility which often complicates 

treatment with 


liquid vasoconstrictors. 


‘BENZEDRINE? INHALER oon 


MENLEY & JAMES LIMITED, Coldharbour Lan Londor 


for Sm h Kiine € French I er 
BIPIO2 


‘ irine’ 
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vitamins. It contains full notes on electro- increase of 376 over 1949. There were 4,614 
cardiography, parasitology, mycology, hamato- deaths from accidents in private houses and 467 
logy, radio-isotopes and toxicology and is recom from accidents in resident institutions, and of 
mended for both student and physician. For these, 2,951 were due to falls, 389 to poisoning 
the sake of brevity the book is necessarily dog- by domestic gas and 599 to burns and scalds 
matic, but even so an occasional statement needs (H.M. Stationery Office, price 12s. 6d.) 
modification Viper venom 1s not now recom- 
mended for prothrombin tests, whilst the total The Health of the School Child is the report of 
contraindication of BAL, in lead poisoning does — the Chief Medical Officer of the Ministry of 
not take into account published reports of its Health for 1950 and 1951. During this period 
successful use in lead encephalopathy. The the health of the children was satisfactory: in 
usefulness of the book as a source of reference 1951, oniy 2.9 per cent were considered to be of 
is demonstrated by its steadily increasing use in poor general condition. The mortality among 
this country. (Lange Medical Publications, Los school children is falling steadily, but of the 
Altos, California, $2.50.) 3,341 children, aged five to fourteen years, who 
died in 1950, about one-quarter (851) died as 

OFFICIAL PUBLICATIONS the result of accidents, about half of which were 
The Registrar-General’s Statistical Review of (due to motor vehicle accidents. This means that 
England and Wales for Year 1950. Tables accidents are now the main cause of death in 
Part I. Medical shows that there were 501,301 children. Although the cleanliness of children 
deaths in England and Wales, representing a is improving, in 1950 there were still 347,544 
death rate of 11.6 perthousand population. The children (6 per cem.) found verminous. A 
death rate at ages under one year was the lowest disturbing feature to which attention is drawn ts 
ever recorded in any year in this country: 30 the increase in the number of children who re- 
per thousand related live births, compared with quired treatment for squint— 37,499 in 1951, 
32 in 1949. Cancer accounted for 17 per cent compared with 31,189 in 1949. Fewer children 
of all deaths. The increase in deaths from cancer were found with otorrhcea and with disease of 
of the respiratory system continued, and _ the the nose and throat, but there was a sharp rise 
death rate from this cause (312 per million) has in the number of tonsillectomies—from 69,449 
doubled since 1940. Deaths as a result of in 1949 to 100,821 in 1951. (HIM. Stationery 
poisonings and violence totalled 18,889, an Office, price §s.) 

THE PRACTITIONER: 50 Years Ago. See page 2/5 








MEDICAL OFFICERS 
ROWVAL AUSTRALIAN NAVY 


Applications are invited from legally qualified medical practitioners for 
appointment as Surgeon Lieutenants in the Royal Australian Navy All 
money figures are Australian currency 

Minimum yearly emoiuments on appointment are, married Officers Af1,490 
single Officers Af£1,280. Pay is subject to cost of living adjustment. Emolu- 
ments payable in sterling currency until departure from United Kingdom 
“D" Grade, First Class passage, including wife and family, at Government 
expense to Australia 

Increment of A£54 15s. Od. is payable after two years 

General duties to serve as Medical Officers in Naval Hospitals, ships and 
establishments of the Royal Australian Navy 

First appointment is to a short service commission for a period of four years 
with prospect, if desired, of transfer to the permanent Naval Forces 

Full details may be obtained from the R.A.N. Liaison Officer, 85 Jermyn 
Street, London, or Secretary, Department of the Navy, Melbourne, $.C.1 
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TRAIM MARK REGD 


on prescription 


Rossel has been regularly pre 
scribed for many years in the 
treatment of every ftorm of 


os constipation. Palatable and reli- 
Nias esol news weep : 

; staltic stimulation needed for an 

80... oo return to normal bowel 
Dispensing ; Now available in the new 80 
Bottle “me. ’ oz. dispensing bottle, Agarol can 


be prescribed with complete 
confidence as an economical and 
effective treatment for all forms 


of constipation 


Agarol is available in bottles con- 
taining 6 and 14 fluid ozs.: now 
also in bottles of 80 fluid ozs. for 
dispensing only, free of purchase 
tax when prescribed either 
privately or on the N.H.S. 


FORMULA. Vareff. Liq 1.75%, 
Phenolphthal / y igar-agar 
O21 bE acipients, ete., to 100 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


WILLIAM R. WARNER & CO. LTD., POWER RD., LONDON, W.4 
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Graph showing percentages of 
average age of onset of meno- 
pause drawn from figures 
con pile d by the Council of 
Medical Women's Federation 
in England 


YEARS 40 45 50 55 


Why MIXOGEN is prescribed 
for menopausal symptoms 


Because it is now established that :— 


ae combined male and female hormone treatment is the 


most effective in this condition 


4 the correct balance of the two hormones is essential 
both for efficacy and economy — determined by exten- 


sive clinical trial in the U.K. and unique to Mixogen 


* both the hormones in Mixogen are completely effective 
when swallowed—thus maximum, immediate relief is 
given in the simplest and most convenient way 


Dosage: Initially |-2 tablets daily, reducing when possible 


Packs: Perspex tubes of 25 tablets and bottles of (00, 
250 and 500 Literature on request. 


MIXOGEN 


ORGANON LABORATORIES LIMITED 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Telephone : TEMple Bar 6785-6-7, 0251-2 Telegrams : Menformon, Rand, London 
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‘But whether thus submissively or not, at least be sure 
John Ruskin: Sesame 


at Ais meaning, not to find yours’ 


go to the author to get 


Of King’s 


that you 
and Lilies 


Tre asurtes 


FEBRUARY, 1903 


tuberculous How very 
vet it was asked 
vears ago by that 
Editor. 
A good deal of diversity exists among writers 
words 


‘TUBERCULAR or 
modern this question sounds 
in ‘Notes by the Way’ fifty 
distinguished classical scholar, the new 
of medical works as to the use of these 
The better-known form of the 
and there 


adye ctive was, 


until recently, “tubercular seems 


little reason why it should have been altered 
The objection was, however, raised that the 
word “tubercular” 


conditions such as leprosy, in the 


was also applied to certain 
sense of 
‘“‘nodular’’, and the form “‘tuberculous” was 
accordingly adopted to meet this difficulty 

The Latin 
words ending in 
“full off’; and as we now have the two forms in 


common use, it may be well to keep the word 


osus”’, from which 


termination 


*-ous’’ are derived, signifies 


tuberculous” for organs or tissues which are 


infected with tubercle and apply the more 


euphonious form to the majority of cases in 


which we need a word meaning “connected with 


*, as in the phrase tubercular 


tuberculosis’ 
diathesis”’ ’ 


“The 
Manson 


announcement recently made by Dr 
that the disease 
known as “Sleeping African 
Lethargy”’ has at last been discovered is a fact 


that it is 


causal agent in the 


Sickness” or 


of the first importance It is truc 
not the same thing to find the causal agent and 
but the first 


to discover a cure for the malady, 


step ts to ascertam the pathology of the con 
dition. The remedy will come later either in the 
form of a drug or, more likely, of a protective or 
serum’. 
first recognized and named in 1902 by Joseph 
Everett Dutton, after African trypano 


somiasis is sometimes called ‘Dutton’s disease’ 


curative Try panosoma gamhense was 


whom 
The Editorial concludes on an ironical note 
The tired worker at 
may at times wonder what is the 


all this painful and laborious investigation, and 
that “‘all is 


sore centihc problem 


true object ot 


whether it is not indeed a case 
Now we are enlightened as to the real 


Pharmaceutical 


vanity”’ 
inwardness 
Journal, which speaks of 


of things by the 
the true final object 
the advancement of 


of all research, namely 


trade’. This is carrying the principles of 
political economy to extremes. Knowledge 1s of 


no account, and material benefits in the shape 


ot new remedies tor disease are side issuc We 


renewed enthus‘asm, 


hunt for 
seck for 


tuberculosis 


can now, with 


the el ive parasite oft cancer, and 
means to combat the ravages of 
Yet if we 


will be 


olve those problems, our true reward 
l tind 


unless we a resulting in 
return 


wantiny 


crease in the Revenue 


Joseph Everett Dutton (1577 1905) 


In his delightful ‘Address on Tuberculosis at 
Glasgow’, Sir Clifford Allbutt 
of Physic in the University of ( 


Regius Professor 


unbridge, 
for ‘the pe stilent 


begins with a word of apology 


fungu which we are met t wether to execrate 


ind if possible to excommunicate’. In tubercu 


losis he 


the Keate ot 


flogging schoolmaster 
Eton 


that 


recownizes the 
patholog bovs of the 


robuster who dwelt u school in the 
first half of the last century, and trembled under 


the cowl of its 


sort, 
notorious headmaster, are 

if not as their 
a benefactor. He 


known to have regarded Keate 


friend, yet in degree is 


Orie 
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average age ¢ f onset of meno- 
pause drawn from figures 
compiled by the Council of 
Medical Women's Federation 
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YEARS 40 45 50 55 


Why MIXOGEN is prescribed 
for menopausal symptoms 


Because it is now established that :— 


ca combined male and female hormone treatment is the 


most effective in this condition 


ee the correct balance of the two hormones is essential 
both for efficacy and economy — determined by exten- 


sive clinical trial in the U.K. and unique to Mixogen 


e both the hormones in Mixogen are completely effective 
when swallowed—thus maximum, immediate relief is 
given in the simplest and most convenient way 


Dosage: Initially 1-2 tablets daily, reducing when possible 


Packs: Perspex tubes of 25 tablets and bottles of 100, 
250 and 500 Literature on request. 


MIXOGEN 


ORGANON LABORATORIES LIMITED 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Telephone : TEMple Bar 6785-6-7, 0251-2 Telegrams : Menformon, Rand, London 
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fifty Dears Ago 


‘But whether thus submissively or not, at least be sure that you go to the author to get 
at his meaning, not to find yours’.—John Ruskin: Sesame and Lilies. Of King’s Treasuries 


FEBRUARY, 1903 


TUBERCULAR or tuberculous? How very of new remedies for disease are side issues. We 

modern this question sounds, yet it was asked can now, with renewed enthus‘asm, hunt for 

in ‘Notes by the Way’ fifty years ago by that the elusive parasite of cancer, and seek for 

distinguished classical scholar, the new Editor means to combat the ravages of tuberculosis 

‘A good deal of diversity exists among writers Yet if we solve those problems, our true reward 

of medical works as to the use of these words will be wanting, unless we find a resulting in- 

The better-known form of the adjective was, crease in the Revenue returns’ 

until recently, “‘tubercular’’, and there seems 

little reason why it should have been altered 

The objection was, however, raised that the 

word “tubercular’’ was also applied to certain 

conditions such as leprosy, in the sense of 

‘nodular’, and the form “tuberculous” was 

accordingly adopted to meet this difficulty 

he Latin termination osus”’, from which 

words ending in “‘-ous’’ are derived, signifies 

“full off’; and as we now have the two forms in 

common use, it may be well to keep the word 

“tuberculous” for organs or tissues which are 

infected with tubercle and apply the more 

euphonious form to the majority of cases im 

which we need a word meaning ‘“‘connected with 

tuberculosis’’, as in the phrase tubercular 

diathesis”’’ 
“The announcement recently made by Dr 

Manson that the causal agent in the disease 

known as “Sleeping Sickness” or “African 

Lethargy” has at last been discovered ts a fact 

of the first importance It is true that it is 

not the same thing to find the causal agent and 

to discover a cure for the malady, but the first 

step is to ascertain the pathology of the con 

dition. The remedy will come later either in the 

form of a drug or, more likely, of a protective or 

curative serum’. Trypanosoma gamlnense was 

first recognized and named in 1902 by Joseph Joseph Everett Dutton (1877—1905) 

Everett Dutton, after whom African trypano- 

somiasis is sometimes called ‘Dutton’s disease’ In his delightful ‘Address on ‘Tuberculosis 
The Editorial concludes on an ironical note Glasgow’, Sur Clifford Allbutt, Regius Professor 


“The tired worker at some scientific problem of Physic im the of Cambridge 


at 


may at times wonder what is the true object of begins with a word of apology for ‘the pestilent 


all this painful and laborious investigation, and fungus, which we are met together to execrate 


whether it is not indeed a case that “all is and, if possible, to excommunicate’. In tubercu 
vanity”’ Now we are enlightened as to the real losis he recognize the flovging schoolmaster 
inwardness of things by the Pharmaceutical the Keate of patholog Eton boys of the 


Journal, which speaks of ‘“‘the true final object robuster sort, who dwelt in that school mm the 
of all research, namely, the advancement of first half of the last century, and trembled under 


trade”. This is carrying the principles of the scowl of its notorious headmaster, are 


political economy to extremes. Knowledge is of known to have regarded Keate, if not as their 


no account, and material benefits in the shape _ friend, yet in some degree as a benefactor. He 
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Firtry Years AGo—continued 
sought to eliminate 


“strugforlifers”’ 


the unfit among what the 
French call the of that house of 
liberal learning; and if 
undiscrimating as a scourge, if its stripes are 
would have dis 


tubercle 1s somewhat 


not always distributed as we 
them, 
labours with scarcely 


tributed well, Keate bestowed his re- 


formatory more discern- 
ment’. 

A. W. Mayo Robson, F.R.C.S., 
Infirmary, the 
April, 


Incontinence of 


Consulting 
Surgeon to the Leeds General 
centenary of birth 

describes ‘An Operation for 
Feces due to Relaxed or Paralysed Sphincter 
Ani’. Harold L. Barnard, M.S., F.R.C.S 
(1868-1908), Assistant Surgeon to the London 
immediate 


whose occurs in 


Hospital, advocating 
operation in acute appendicitis and originator of 


a cldck 


pioneer in 
mnemonic of the positions of the 
appendix, reports ‘Four Cases of Snap- or 
‘Trigger-Finger’; E. W. Ainley Walker of Guy's 
Hospital writes ‘On the Micrococcus of Acut« 
Rheumatism’, and Stephen F.R.C.S., 
Surgeon to the West London Hospital and to 
the Throat and Ear Department of the Middle- 
“Twenty-nine 


Paget, 


sex, communicates Cases of 
Sunken Nose, Treated by the 
Injection of Paraffin’. 

‘A Treatise on Orthopwdic Surgery’ by Royal 
Whitman, Chief of the Orthopaedic Department, 
College of Physicians and Surgeons, Columbia 
University, New York, Is desc ribed as ‘one of 
the best works on orthopaedic surgery in any 


Subcutaneous 


PRACTITIONER 


If asked to mention its most salient 
Clinical in- 


language 
features, one would readily reply, 
vestigation and treatment’; but pathology and 
etiology are not ne ple cted’ 

The 


edition, vol. ii) 


Medicine’ (4th 
that The 


requires far 


reviewer of ‘Fagge’s 


wisely comments 
writer of a text-book on medicine 
more than the industry of the editor of a year 
book ; and his responsibilities in correctly gaug 
ing the substantial advances and the elements of 
value in passing fashions, and perhaps unduly) 
advertised methods, are by no means light 
The 


Fagyge’s Medicine t f we ma‘ 


peculiar and almost personal interest im 
still call it SO, has 
always been that the and teaching of 
Guy's Hospital are fully set forth Dr Pye 
Smith has added to this the broader historical 
history of diseases and 


practice 


interest attac hing to the 
their names, and has, moreover, appropriate] 
illustrated some of his remarks with the case 
records of persons prominent in the world of 
their time from its completeness this 
scholarly text-book is rather strong meat for the 
student just entering on the threshold of 
medicine, and it will not please the seeker after 
engaged in cramming up the necessar\ 


Charle 


yreat 


tips’’, 
minimum of examination-know ledge’ 
Hilton Fagee (1838-83) 
John Hilton, was a fine clinician, a sound path- 


me phe w of the 


ologist, a good linguist, and a gentle, modest, 


and completely honest man. He died of an 


aortic aneurysm in his forty-sixth vear 


W.R.B. 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue EARL SPENCER 


Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., 
This Registered Hospital is situated in 130 acres of park and pleasure grounds 


D.P.H., D.P.M 


Voluntary patients, who are 


suffering from incipient menta) disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 


patients, and certified patients of both sexes are received for treatment. 
Private rooms with special nurses, male or female, in the Hospita 


teriological and pathological examinations 


Careful clinical, biochemical, bac- 


or in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE 


_ ‘This is a Reception oy re in detached grounds with a separate entrance, to which patients can be ad 
mitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous 


Disorders by the most modern methods; insulin treatment is available for suitable cases 


It contains special 


departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged immer- 


sion bath, Vichy 


Jouche, Scotch Douche, Electrical baths, Plombiéres treatment, &c 


There is an Operating 


Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparetus, and a Department for Diathermy and 


High-Frequency treatment 
research. Psych 


It also contains Laboratories tor biochemical, bacteriological, and pathologica! 
therapeutic treatment is employed when indicated 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 


farm of 650 acres. 
orchards of Moulton Park 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
Occupational therapy is a feature of this branch, and patients are given every facility 


for occupying themselves in farming, gardening, and fruit-growing. 


BRYN~Y—NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 


amidst the finest scenery in North Wales. 
boundary. 
own private bathing house on the seashore. 


Patients may visit this branch for a short seaside change, or for longer periods. 
There is trout fishin 


On the north-west side of the Estate a mile of sea coast forms the 


The Hospital! has tts 
in the park. 


t all the branches of the Hospita) there are cricket grounds, football! and hockey grounds, lawn tennis 


courts (grass and hard courts), croquet grounds, golf courses, and bowling greens 


Ladies and gentiemen have 


thew own gardens, and facilities are provided for handicrafts, such as carpentry, &c 
For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines 
Nerthampton), who can be seen in London by appointment. 
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This 


TWO WEEKS’ TEST 


will tell you why 


more people are smoking 


du MAURIER 


Although there are many good reasons why 
more and more people are changing to du Maurier, 
you won’t discover them in a single day’s smoking. 

But smoke du Maurier and nothing else for 
two weeks, and you will appreciate the SPECIAL appeal 

of these fine filter tipped cigarettes — cork tip 


in the red box and plain tip in the blue box. 


THE FILTER 
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Newly Recognized Palatable Source 
of Potassium * THE NEGLECTED MINERAL 


Valentine's Meat Juice, with its high content of soluble potassium salts 
(equivalent to 74-97 mg. KCI per cc.) together with other inorganic 
salts, meat bases and small amounts of soluble proteins is a valuable 
dietary supplement, furnishing practical amounts of potassium in 
palatable form. 

VALENTINE COMPANY, INC., RICHMOND, VA. 


* VALENTINE’ S$ MEAT JUICE 
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“ANY QUESTIONS?” 
SECOND SERIES 


OR many years a number of experts have, each week, 
constituted a Brains Trust for answering questions sent to 
the British Medical Journal from all over the world. 


N this handy pocket-sized book, just published, nearly two 

hundred of the more important questions have been 
answered on common problems that are daily arising in 
general practice and to which practical and trustworthy 
advice is required at a moment's notice 


“ANY QUESTIONS? ” is a current guide to the practice of 
Medicine and many of the authoritative answers given have 
yet to be published in text books. 


VER 10,000 copies of the first series were sold within a 
Ors months and the demand for this second series, which, 
of course, is an entirely new selection of questions and answers, 
is already approaching this figure 


Price 8'-, including postage 


Pest your order NOW 


eeeneeeree eeeeeereeeeeeeeeeees O08 e Oe eeeeeeeeeeneneeeeee: 








To The Publishing Manager, 
British Medical Journal, 
B.M.A. House. Tavistock Square, London, W.C.1. 


Please send me a copy of the second series of * Anv Questions? 


Remittance for &s. enclosed to cover cost 


Signed 


Nan 


(Block letters) 
{ddré ss 
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